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Original Articles 


FURTHER EXPERIENCE WITH THE 
TWO-FLAP LOW INCISION 
CESAREAN SECTION* 








ALFRED C. BECK, M. D. 
BROOKLYN, N. Y. 


The classical or fundal cesarean section has 
been so perfected that in properly selected cases 
the risk is but slightly greater than that which 
accompanies the average clean laporatomy. 
The technic likewise is so simple that our bad 
results seldom are due to lack of operative skill, 
but on the contrary may be attributed to poor 
judgment in the selection of cases. 


The ideal time 
for a cesarean sec- 
tion is just before 
or in the early 
hours of labor, g 
when the mem- § 
branes are intact Sy 
and no vaginal ex- 
aminations haveg 
been made. If we 
cling to this elective 
time for operation 
either too many or 
too few cesarean 
sections will be 
done. 


In patients with absolute contractions of the 
pelvis our plan of treatment is clear, as in these 
cases we can anticipate suprapubic delivery and 
be prepared for operation at the most suitable 
time. Absolute contractions however are rare. 

Most of our dystocias occur in patients with 
pelves that are relatively contracted, i. e., those 
with diagonal congugates of from 10 to 10% 
cm. As the great majority of these patients 
may be delivered through the natural passages 
it would be poor judgment to do cesarean sec- 
tions on all of them at the onset of labor. On 


*Read before Annual Meeting, M. S. M. S8., Flint, June, 
1922. 
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the other hand if we wait until the patient has 
had an opportunity to engage the fetal head in 
her relatively contracted pelvis before we de- 
cide that suprapubic delivery is necessary, the 
oplimum time for cesarean section will have 


passed. Those of us who are conservative will 
then hesitate to do this operation because of the 
greater risk to the mother. We either must 
do a craniotomy on the patients who fail to de- 
liver after a test of labor or use a cesarean 
section technic which eliminates most of this 
added risk. 

The great increase in the maternal risk is due 
to the increasing danger of peritonitis as labor 
progresses, particularly after the membranes 
have ruptured and many vaginal examinations 
have been made. Infection of the peritoneum 
may result from (a) a break in the operating 
room technic; (b) 
spilling of the am- 
niotic fluid; (c) 
extension of the in- 
fection from a sep- 
% tic uterus through 
a broken down 
uterine wound; 
(d) lymphatic ex- 
' tension, as in the 
ordinary cases of 
puerperal infection. 
The first two of 
these modes of in- 
fection need not be 
considered. In our 
experience they seldom are factors. Most of 
our fatal cases first showed evidence of periton- 
itis in from 5 to 7 days after operation and 
autopsy revealed broken down uterine wounds 
through which contaminated material from the 
septic uterine cavity reached the peritoneum, 
thus causing a fatal peritonitis. We therefore 
feel that any method which is to reduce the 
mortality of cesarean section done late in labor 
must be one that will prevent extension of in- 
fection through the wound in the uterus. 

To accomplish this, two plans are possible; 
first we may do an immediate hysterectomy and 
thereby remove the wound in the uterus, or sec- 





Fig. 2 
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ond we may avoid the sacrifice of the reproduc- 
tive function by choosing the most favorable 
site for our incision and completely sealing it 
with peritoneum. At the Long Island College 
Hospital, we have adopted the latter plan. After 
trying the several types of low incision cesarean 
section we chose the Kronig operation as a 
routine procedure and the technic which I shall 
show you is a modification of that described in 
Kronig’s text book. 

When the incision is made in the lower seg- 
ment of the uterus the wound sinks into the 
pelvis as soon 
as the operation 
is completed. 
Should infection 
extend through 
the wound a 
greater oppor- 
tunity to wall 
it off is thus 
afforded and a 
localized _ pelvic 
peritonitis rather 
than infection of 
the general peri- 

Fig. $ toneal cavity 
may result. In addition we thoroughly seal 
the uterine wound with two flaps of peritoneum. 

Figure 1 shows the site of the incision in the 
peritoneum which covers the lower segment of 
the uterus. Late in labor the peritoneum in 





this region is loosely attached. With the tis-_ 


sue forceps it is picked up and cut at a point 
about 2 cm. above the upper margin of the 
bladder. This incision is extended latterly 
about 214 inches 
on each side of 
the midline. We 
then pass a pair 
of blunt scissors 


underneath the 
peritoneum and 
bladder on one 


side as shown in 
figure 2. The 
scissors are open- 
ed and withdrawn 
thus _ separating 
sufficient tissue to 
permit the intro- 
duction of the 
gloved finger. 
The dissection is 
continued by sweeping the finger from side 
to side in this area. Figure 3. (Little diffi- 
culty will be encountered if the operator avoids 
beginning this dissection in the midline). The 
opposite side is prepared in a similar manner, 
care being taken to again avoid the midline. 
Two fingers are then introduced under the 
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separated bladder as shown in figure 4 and the 
more firmly attached tissue in the midline is 
cut. The fingers are then swept from side to 
side until the bladder is separated for 
a distance of about three inches below 
the original transverse incision. In _ the 
preparation of the upper flap the dissection 
should be started at least 1 cm. from the mid- 
line on each side, the scissors being passed up- 
ward and outward as indicated in figure 5. 
The more firmly adherent areas which cannot 
be separated by 
blunt dissection are 
cut. Occasionally 
the peritoneum in ZF 
this upper flap may y 
be perforated. This 
is not a serious ac- 
cident, as the per- 
foration can easily *'§ 
be closed later in 
the operation. If a 
little care is used Fre 
in the preparation Za =} 
of these flaps, ex- Za 
cellent cleavage 

planes will be found Fig. 5 
and little or no hemorrhage will take place. 
The inferior flap is now retracted, care being 
taken to pass a retractor to the lowermost 
portion of the dissected area. To accomplish 
this, one must use a Deaver retractor or some 
similar instrument. The uterine incision itself 
is made vertically in the midline. After mak- 
ing a stab wound in the region shown in figure 
6, the lower two-thirds of the incision is com- 
pleted by cutting 

with a straight pair 
of scissors. Fre- 
quently the flow of 
blood and aminotic 
fluid obscures the 
field of operation. 
When this occurs, § 
the operator need ™ 
have no_ hesitancy 
in deliberately 
though blindly, con- 
tinuing as the blad- 
der is held out of 
the field by the 
Deaver retractor. Fig 6 

Under these circumstances, he should be care- 
ful to avoid removing the point of his. 
scissors from the wound until the incision 
is completed. Dr. DeLee has devised an 
ingenius knife, the use of which eliminates 
to a large extent the difficulty above de- 
scribed. After retracting the upper flap, the 
superior third of the incision is completed. The 
hand is now introduced into the uterus below 
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the presenting part and the assistant, by making 
pressure on the fundus forces the presenting 
part through the uterine wound. If any diffi- 
culty is encountered in the extraction, forceps 
may be applied to the sides of the head. Many 


of the men who favor this operation, prefer to 
deliver the head with forceps. For a long 
time I have been able to accomplish the delivery 
without the use of these instruments. Pituitrin 
should not be given until the child is delivered, 
as the contracting uterus 
may force the head 
against the brim and thus 
greatly interfere with the 
extraction. If the pre- 
senting part is firmly 
f= fixed in the brim before 
operation, it should be 
4 dislodged by the finger 
introduced into the rec- 
tum or vagina, prior to 
the starting of the an- 
esthetic. There is no 
need for haste and if any 
difficulty in extraction is 
encountered, several minutes may with safety 
be consumed by this step of the operation. Im- 
mediately after the delivery of the child, pituit- 
rin is given and a traction suture is introduced 
at each angle of the uterine incision. See figure 
7. By pulling on these sutures, the assistant 
brings the uterine incision into the abdominal 
wound, thus protecting the peritoneal cavity 
from further contamination. Deep, interrupted 
catgut sutures are placed at intervals of 1 cm. 
These pass through the 
muscle wall down to the 
endometrium. They are 
not tied at this time, but 
the ends are clamped 
with hemostats. After 
the introduction of these 
deep sutures, the hand is 
again passed into the 
uterus, between two of 
them, and the placenta is 
separated and removed. 
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we wait for the uterus 
to contract well before 
separating the placenta. If hemorrhage from 
the placental site should occur, the wound may 
be closed in a few seconds, as all of the deep 
sutures have already been placed. See figure 7. 
While hemorrhage from the placental site sel- 
dom occurs in a classical cesarean section done 
early in labor, the opposite occasionally is true 
when the operation is performed late in 
labor, and the uterus is fatigued. A sec- 
ond series of. interrupted sutures completes 


Fig. 8 
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the closure of the uterine incision. These are 
iiiserted midway between the deep ones and 
pass through only about half the thickness of 
the uterine wall. Figure 8. The upper flap 
is now brought down and anchored by several 


catgut sutures. Figure 9. The bladder re- 
flection or lower flap is then brought up over 
the upper one as shown in figure 10, thus com- 
pletely peritonealizing the wound in the uterus. 
In a short time these flaps become adherent and 
our wound is perfectly 
sealed. 

To my knowledge, this 
operation has been done 
150 times by a number 
of different men through- 
out the country. I have 
studied the detailed rec- 3g 
ords of more than 100 of | 
these cases and shall give 
you a synopsis of this 
study. In somewhat more 
than two-thirds of the 
patients, the elective time 
for operation had passed 
and the classical procedure therefore was con- 
traindicated either because the patients had 
been too long in labor or the membranes had 
been ruptured a long time or many vaginal ex- 
aminations had been made. In spite of this 
fact only four of the mothers were lost. A 
mortality of slightly under three per cent. 

The post-operative convalescence in most of 
these cases was accompanied by somewhat more 
morbidity than is usually observed after an 
elective classical cesarean 
section. The increased 
temperature no doubt 
was due to the fact that 
our dissection in the two- 
flap, low incision cesarean 
section is more extensive 
and leaves a much joy 
greater area for absorp- & 
tion. In these patients 
who were infected, the 
clinical course was sim- 
ilar to that of an ordi- 
nary puerpral infection, 
a marked improvement 
frequently being observed about the seventh 
day after operation when pus usually was ob- 
served in the lochia or draining from the lower 
angle of the abdominal incision. Our ex- 
planation of this occurance is that the infected 
uterine wound breaks open at this time and 
instead of draining into the peritoneal cavity, 
discharges the puerulent material either through 
the cervix and vagina or through the lower 
angle of the abdominal incision. One of the 





Fig. 9 
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striking observations made in this study was 
that a fairly large number of the patients in 
whom infection was anticipated, had a perfectly 
normal convalescence. 


While this is all together too small a series 
to demonstrate conclusively the value of this 
operation, we believe that it is much safer than 
the classical technic when our cases are potenti- 
ally infected. If the results in a larger series 
are equally as good it should be preferable to 
hystorectomy since it does not call for the sacri- 
fice of the uterus and thereby avoids steriliza- 
tion and premature menopause. 


20 LIVINGSTON ST. 
DISCUSSION 


DR. WALTER W. MANTON Detroit: Much as 
I enjoyed Dr. Beck’s description of the procedure, 
I do not think he has given the operation all that it 
deserves, for it gives us an opportunity to estab. 
lish drainage. That drainage can be established 
through the vagina from the cervix down, or from 
the lower ends of the wound. The larger part of 
this sepsis, which is not of virulent type, the strep- 
tocoecic type. oceurs rather late, after the fifth 
day, and at that stage of the game the uterus is so 
far down that if pus is discovered in the wound, 
drainage can be easily established, much to the 
benefit of the patient. I have had one patient that 
I have drained in that direction, and another that 
I have drained by opening up the cervix. 


The ease with which one can establish drainage in 
this type of sepsis, where the infection is perhaps 
largely augmented by the staphylococcic infection 
which you find locally, makes the procedure ex- 
tremely valuable. 


DR. GEORGE A. KAMPERMAN, Detroit: We 
have been looking for some sort of a procedure hav- 
ing a sanitary packing and means by which these 
cases can be delivered. In consultation work these 
cases are constantly presenting themselves. The pa- 
tient is having a hard labor and does not come along 
well, and the attending physician makes more ex- 
aminations than he should, or more than he would 
in a normal case. In a normal case he makes one 
examination and finds things coming all right and 
waits. If it does not come along fast enough he 
gets worried and makes frequent examinations. The 
result is that the cases which should be kept clean 
are probably examined most often. Cases are al- 
ways coming that have been in labor for a long time 
and have been examined often. This is no criticism 
on the attending man, but simply the facts. To 
overcome this a great many procedures have been 
brought out. For a long time we. were taught not 
to do a cesarean section, but to do a craniotomy and 
deliver in that way. This operation on a living child 
is not a pleasant procedure and has many objec- 
tions. Then we all tried the extra-peritoneal opera- 
tions, but they are so difficult that it practically 
puts them in the prohibitive class. It is almost 
impossible an extra-peritoneal operation and remain 
really extra-peritoneal. ‘Those most enthusiastic 
admit that in probably 40 per cent of the cases they 
open the peritoneum after all. 

My interest in this operation came when I was 
attempting to do an extra-peritoneal operation. I 
had a patient who had had a Jong labor. There had 
been two attempts at forceps delivery and the fetus 
was apparently in good shape... We attempted an 
extra-peritoneal operation but before we knew it had 
to open the abdomen rather widely. Then having 
done that we proceeded to the operation Dr. Beck 
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has described today. I think the fact that ap- 
parently he can deliver those cases much more 
safely than before this procedure was suggested is 
one of the greatest contributions to obstetrics that 
we have. This has always been a problem—how 
to deliver the patient who has probably been in- 
fected. I have been trying to think how many of 
these operations we have had, and I could think 
of six that I have delivered in this way. In the 
first case I delivered the head with forceps because 
I thought that was necessary, but in the other five 
cases the forceps were not used. After the second 
case, we did not even pull the obstetric forceps out 
of the bag, because there was no difficulty in de- 
livering the head. I think I have had one case in 
which cesarean section was done and about five 
days later the patient ran a very septic temperature 
which subsided with the discharge of pus from the 
vagina and the temperature became normal. 


When we look at the doctor’s charts we cannot 
conceive that these cases could have been delivered 
by the ordinary cesarean section with approximately 
anything near the same results. For that reason 
I must admit that I am very enthusiastic over the 
procedure. Time alone will tell its real value, but 
I think it is one of the most useful things suggested 
for a long time. 


DR. REUBEN PETERSON, Ann Arbor: I arise 
to confirm what Dr. Kamperman said. It is rather 
presumptious for one who has had so few cases to 
speak of this operation. Still, I have had enough 
to show the advantages of the procedure. I have 
had about as many as Dr. Kamperman, six, or eight. 
Dr. Kamperman has said the obstetrician has been 
up gainst it in operating through the abdomen in 
infected cases. I think we should also remember 
that the mere rupturing of the membranes is also a 
great source of sepsis, even where no vaginal exam- 
ination has been made. So I agree with Dr. Kam- 
perman that this procedure is a great advance and 
I hail it for my clinical work. 


I was particularly jnterested in listening to Dr. 
Beck’s discussion because I have been wondering 
whether I have been fortunate in the technic which 
I have employed. The possibility of post-partum 
hemorrhage, of course, must always be borne in 
mind after cesarean section, but after you have had 
none, after a great many sections, you do not, per- 
haps, give it as much thought as you should. Out 
of about one hundred and twenty cases he has had 
two deaths from post-partum hemorrhage. In the 
classical cesarean section, I have never used inter- 
rupted sutures. I have always used the continu- 
ous suture because I thought a better approxima- 
tion could be obtained in that way. If, however, 
this tired-out uterus is going to give two deaths in 
one hundred and twenty cases in the hands of ex- 
perts, such as Dr. Beck and his associates, one has 
to consider whether the continuous suture should 
be employed. 

I discovered the same thing that Dr. Beck brought 
out about delivery of the head. We had the forceps 
ready in the first one or two operations and then 
found out that by applying pressure on the head, it 
popped out very nicely. I think the technic need 
give no trouble to anyone who is accustomed to the 
classical cesarean section. We do not use the scis- 
sors, but have used the knife just as in the classical 
cesarean and have had no difficulty in making the 
incision large enough to extract the child. In the 
last one or two cases we have been experimenting 
with the pubo-cervical fascia, making the incision 
to the right of the midline and then pulling it out- 
ward toward the left,, then ‘making the incision 


through the uterus, down jn the median line, extract- 


ing the child and in sewing up suturing the fascia 
over the wound, giving practically three layers in- 
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stead of two after the peritoneum is closed. I do 
not know how it will work out. The great advan- 
tage, after all, is where the patient is brought into 
the hospital or where you are called in consultation 
when the woman has been in labor, with probably 
many attempts at extraction, and you feel sure 
that the woman js infected and yet you can by this 
low operation secure a live child. This is one of the 
greatest advantages, it seems to me, that we have 
had for a good many years, for the obstetrician is 
certainly loath to destroy the living child, and yet he 
knows the great dangers of the classical cesarean 
operation in this particular class of infected cases. I 
can ‘only congratulate Dr, Beck upon working out 
this operation and giving it to the American pro- 
fession. It makes no difference to me whether some- 
body described this operation first. It is the man 
who works out the operation and puts it where wa 
can profit by it who should have the credit. So far 
as I am concerned, I shall always associate the name 
of the low cesarean section with Beck, who should 


have our sincere thanks for appearing before this 
section. 


DR. H. H. CUMMINGS, Ann Arbor: I enjoyed 
the paper and have profited by it, I am sure. I 


visited Dr. Beck and expected to see him do some of. 


the operations, but all of the babies came normally 
while I was there so I was unfortunate. He showed 
me a list of eighty-two cases and asked me to select 
the ones I thought could be handled by’ classical 
cesarean section and if I remember correctly I se- 
lected eight out of the eighty-two. 


As I mentioned this morning, he has shown that 
this operation does give us more leeway. I think 
that with these borderline pelvic contractions we 
need not hesitate to. rush in and do a cesarean sec- 
tion. We can give them a fair test of labor, even 
though the membranes do rupture, and especially is 
this valuable in those cases that have had attempts 
at delivery and vaginal examinations. 


I think we all appreciate what Dr. Beck has done 
and that we will all try this procedure in the right 
sort of cases. 


DR. ALFRED C. BECK, Brooklyn, N. Y. (closing): 
I wish I could be as enthusiastic as the various men 
who have discussed the paper. I am not deceived 
by these figures. I think they are altogether too 
good to be true, 

In regard to drainage, we used to put a clamp 
down through the wound in some of the cases where 
we thought pus was present in the anterior parame- 
trium and pus would drain out, just as the doctor 
suggested. We do not do this now, because we have 
found that in practically all of the cases drainage is 
established spontaneously. There is such a short 
distance for the pus to dissect that it will find its 
way out through the lower angle of the wound 
through the cervix into the vagina. 


In this connection I have thought of extending my 
dissection between the bladder and uterus down 
into the vagina, but I have been afraid that if a case 
were not infected, I would surely infect the anterior 
perametrium through the drain. I am undecided as 
to whether I am going to do this or not. 

Dr. Peterson’s remarks regarding post-partum 
hemorrhage do not apply in my personal cases. 
None of my cases have died from post-partum hem- 
orrhage. The cases that died from hemorrhage were 
operated upon by men who do not suture the uterus 
as Ido. I think this is a good point in the technic. 


Dr. Cummings brought up a good point when he 
said that all the babies were coming normally when 
he visited us. Since we have been doing this opera- 
tion we have been doing less cesarean sections than 
formerly. Now we find that many cases in which we 
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formerly were afraid to give the test of labor and 
resorted to cesarean section deliver themselves 
spontaneously. 





CHAIRMAN’S ADDRESS—PEDIATRIC 
SECTION 


F. B. MINER, M. D. 
FLINT, MICH. 


Fellow Pediatricians: 

I am indeed’ happy to call to order the first 
session of our section. If my memory serves 
me right, this is the first time in the past 


eleven years that more than three papers have 
been devoted to the care of the infant and child 
at any one meeting of the State Society. 

The response to requests for papers has been 
very gratifying, as is also the attendance this 
morning. The co-operation of you men last 
year in signing the petition was splendid, and 
at this time J tender to you my sincere ap- 
preciation. 

As a section, we made our initial bow into 
the affairs of the Michigan State Medical So- 
ciety yesterday in a most auspicious manner. 
We had one paper in the symposium presented 
at the joint session with the surgical and medi- 
cal sections. There were five papers, all given 
by eminent men. The Pediatric Section was 
represented by Dr. O. P. Kimball of Cleve- 
land, who read a paper on “The Prevention of 
Simple Goiter in Man,” which proved to be the 
definite paper in the program of the afternoon; 
showing clearly how he and Dr. Marine had 
worked out a definite method of prevention of 
simple goiter, through prophylactic treatment 
of children. 

I anticipate that within a few years, we shall 
see this section one of the largest in the State 
Society. There is and should be a growing in- 
terest in the practice of Pediatrics. 

The appalling condition of forty per cent 
disability in our drafted youth for war service 
five years ago was an exhibition which chal- 
lenges our best thought and consideration as 
pediatricians. This eye-opener brings no de- 
gree of satisfaction or gratification to this 
branch of medical practice, rather it spurs us 
to greater activity and better organization. Now 
by the grouping of all interested men through- 
out our state into this section, I anticipate, will 
work out in time a standardization of methods - 
in prophylaxis and treatment of childhood 
maladies. 

There is one advantage in being the first 
chairman—the section has no precedent in re- 
spect to a chairman’s address. This is not the 
usual classical essay on some scientific topic. 
We have these in our program. I wish to bring 
to this section a proposition extraordinary— 
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that is, something in slight departure from the 
usual procedure of former sections of our So- 
ciety. Now that we have a section, I do not 
feel fully satisfied to have it a mere reading 
circle, or a pooling place to exchange ideas. 
There is so great an educational problem in 
pediatrics, both along prophylactic and thera- 
peutic lines, that it seems to me this section 
should be the mentor of all things pediatric in 
our. state. 

The laity have two distinct habits these days 
—one of organization, every person must be- 
long to some club, society, or what not, and 
the other is that of listening to public speech. 
There is a growing demand for medical knowl- 
edge. The organized lay society or club in 
some instances, anticipate our feeble individual 
efforts. They are one leap ahead of us in all 
welfare work. In this enthusiastic clamor to 
get ‘something, and to learn how to do some- 
thing, the conservative factor in our profes- 
sion is not, as a rule, consulted. The popular 
talker is often times one trained along lines a 
bit more socialistic. He or she may be entirely 
unacquainted with private house to house prac- 
tice, and in fact, may be one entirely outside 
of our profession. Their viewpoint is different 
and does not always meet the full confidence of 
the profession. There no doubt would be a 
wide degree of divergence in the welfare pro- 
gram outlined by some certain Public Health 
Department organizations, and that proposed 
from this section. The former tends to 
group all classes, rich and poor alike, about 
a unit or medical center to be cared for 
by a few who are anxious to make a show- 
ing and establish brilliant records. Whereas 
this latter group would tend to improve and 
standardize pediatric practice through channels 
of the entire profession. 

Since the disemination of medical knowledge 
by public speech seems to be a necessary pro- 
cedure in our modern progress, I firmly believe 
this section should take a guiding hand in for- 
mulating a state-wide pediatric program for 
both the layman and the physician. 

We will have to admit that the practice of 
pediatrics in our profession is rather haphazard. 
Every conceivable concoction of food is tried 
out on the unfortunate bottle fed infant, the 
same is true in the treatment of the under de- 
veloped and pre-tuberculous child, also the be- 
ginning goiter receives a great deal of mani- 
pulation and a large variety of medicaments, 
and the nervous and mentally abnormal, as well 
as the orthopedic children, are neglected. I 
believe the profession will welcome suggestions 
from this section of representative pediatric- 
ians of the state. For it will strengthen their 
individual service and practice. 

A solution of this problem I could not see 
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prior to the convention. But since councilling 
with a number of you after the meeting of yes- 
terday, I feel that we can arrive at a solution 
by an organized effort in this section. So Iam 
going to propose that we organize a committee 
of five together with the officers of the section 
as members—ex-officio—to be known as an 
advisory committee of the Pediatric Section of 
the Michigan State Medical Society, whose 
duty it shall be: 

To formulate and offer to the profession of 
the state—a simple, standardized method of in- 
fant feeding; a method of procedure and treat- 
ment in the prevention of simple goiter ; an out- 
line for the care of the under-nourished and 
pre-tuberculous child; and also some sugges- 
tions for the care of the nervous and mentally 
deficient children. It is also suggested that we 
request representation in the program of the 
new proposed University extension course of 
Public Health Education. 

I hope this plan meets with your approval, 
and would suggest that we take the matter up 
for discussion at the business session this after- 
noon. 

FRIDAY, JUNE 9—AFTERNOON 

The meeting was called to order by Chairman 
Miner at 2:15 o’clock. 

Dr. Thomas B. Cooley, Detroit, was elected 
chairman for the ensuing year. 

It was moved by Dr. Guy L. Bliss that the 
chairman appoint an advisory committee of five, 
the chairman and secretary to be ex-officio 
members, and of which Dr. D. M. Cowie is to 
be chairman, to consider the proposition con- 
tained in Chairman Miner’s address. And 
further, that this committee have authority to 
act for the Pediatric Section. 

The motion was seconded and carried. 

The chairman appointed to act as such com- 
mittee the following named members: Dr. D. 
M. Cowie of Ann Arbor, chairman; members, 
Drs. Guy L. Bliss, Kalamazoo; F. J. Larnard, 
Grand Rapids, D. J. Levy, Detroit, F. B. 
Miner, Flint; ex-officio members, Drs. Thomas 
B. Cooley, Detroit and Lafon Jones, Flint. 

At the close of the session the retiring chair- 
man said : 

Two years ago, while attending the meeting 
of the Society at Kalamazoo, I sat in the medi- 
cal section and there was not a single paper on 
pediatrics. My extreme disappointment 
prompted me to present a resolution providing 
for the establishment of this pediatric section. 
This afternoon I am more than repaid. Last 
year I think there were three papers on pedia- 
atrics and those were printed in The Journal; 
but here today we have contributed to our State 
Journal and to the medical profession of Mich- 
igan, which is largely composed of general 
practitioners, ten papers. I consider this a 
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splendid service to our own profession. We 
cannot tell how many kiddies this is going to 
save during the coming year. It is far reach- 
ing. I certainly feel that the interest shown to- 
day demonstrates the section’s place in our 
State Society. It started out with an attend- 
ance of 26, which gradually increased to 35. 
So the new section has been born, and I 
prophecy for its future great success. I thank 
you for the interest which you have exhibited 
today and for the splendid papers which you 
have contributed. I now declare this section 
adjourned. 





HEART MURMURS* 


JOHN L. CHESTER, M. D. 
DETROIT, MICH. 


Most of the older professional men will re- 


member with me when the detection of a car-. 


diac murmur instantly suggested itself as a 
valve lesion, and automatically following on 
that diagnosis came the secondary suggestion 
of prescribing digitalis. It was the ultimate in 
medical knowledge and treatment so far as the 
human heart was concerned. Now, we have 
learned to differentiate between murmurs, and 
in present day practice we only prescribe digi- 
talis in cases where digitalis is the remedy. 

We have progressed in the art of diagnosis, 
and I cannot stress too strongly the sumpreme 
importance of an accurate diagnosis. A defi- 
nite knowledge of the valve or valves involved 
must be acquired, in order to prescribe proper 
treatment, and not only that, but the correct- 
ness of the diagnosis will be a valuable aid in 
forming a more accurate estimate of the prog- 
nosis as to life and health expectation. 

I cannot stress too strongly the dangers at- 
tendant on a faulty diagnosis where the heart 
is concerned. 

Consider well the effect on the patient’s mind 
and general deportment. The seriousness of 
error in diagnosis cannot be over-estimated. 
Many there be who go through life losing much 
of the joy, and evading most of their potential 
usefulness because of a heart disease that does 
not exist. 

The patient’s mind being directed toward his 
heart, and it is very easy to so direct it, he 
conducts his every day affairs and exertions, 
yes, shapes his very destiny accordingly. How 
very hard it is for that patient to subsequently 
draw his attention away from his heart. 

The business of life insurance is based on 
statistics—on incontrovertible facts—and in the 
assembling of such data as is requisite to that 
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business, the most exhaustive research is neces- 
sary. Heart disease interests insurance com- 
panies, very much so, but more especially as to 
its prevalence and effect on longevity and mor- 
tality. One of the largest insurance companies 
in this country has given out to the medical 
profession and to the community at large, some 
very pertinent facts bearing on heart disease. 

Over two million persons in the United States 
suffer from serious heart disease. 

Two per cent of the prospects examined by in- 
surance companies are rejected because of serious 
heart defects. 

Two per cent of industrial workers are found 
on careful examination to be the subjects of 
serious heart defects. 

One and one-half to two per cent of the chil- 
dren examined in the schools show serious heart 
defects. 

Under 25 years of age organic heart disease 
causes as many deaths as typhoid fever. 

Between 25 and 34 years organic heart disease 
causes as many deaths as lobar pneumonia. 

Between 35 and 44 years organic heart disease 
causes more deaths than Bright’s disease. 

Aftter 45 years organic heart disease shows a 
higher death rate than from any other cause. 


This. seems to be age of campaigns—cam- 
paigns of diverse kinds and for diverse pur- 
poses. We have health campaigns militant— 
against cancer, tuberculosis and the so-called 
“flu.” In organic heart disease we have a con- 
dition equal in importance to any of these, and 
while they have been attacked vigorously and 
with conspicuous success, the control of heart 
disease has scarcely been attempted. Gener- 
ally speaking, the onset of heart disease, if 
properly recognized, can be arrested and per- 
manently controlled. 

I venture to say that organic heart disease 
is in itself a field of the first magnitude for 
medical conquest. 

Heart disease has no respect for age or so- 
cial position. It is to be found in increasing 
numbers in all walks of life, and it comes to 
me very forcibly that this land of ours is pecu- 
liarly adapting itself to the propagation and 
encouragement of chronic heart disorders. 


Our hustle, our mania for speed and still 
more speed, our intensively strenuous business 
rivalries and efficiency—the very qualities that 
have made us great among the nations, tend 
to create, in fact, do cause heart disorders 
among our people. - We live the strenuous life, 
but we are getting to the point where we are 
overloading the wire. 

The old adage that “prevention is better than 
cure” is only too true. Cut off the evil at its 
source. Remove the cause. 

Think what the life of a heart cripple means. 
It means in many cases, limitation of educa- 
tion. It means the enforced curtailment of the 
capacitly for work, play and enjoyment. It 
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means suffering, often a lifetime of it. It means 
serious economic loss to the individual and to 
the community. It may be, and it often is, the 
difference between proud independence and 
servile charity. Measures which promise to 
obviate or correct damage to the heart ought 
to have a particular significance and interest 
for the general practitioner, who alone can see 
the early stages of disease and recognize the 
circumstances that favor or cause its onset. He 
is very favorably situated for the study of heart 
disease, inasmuch as he can observe the re- 
sponse to effort which is the only means by 
which the efficiency of the heart can be ap- 
praised. In the promotion of effort, artificial 
tests and graduated exercises have their uses, 
but it is by the skillful interpretation of the 
patient’s experience when the heart is called 
upon to do its usual work that a real appraisal 
can be made. 


A painstaking and systematic examination of 
the heart of every patient should be made, from 
day to day when in a serious condition, and oc- 
casionally after recovery. For the purposes of 
an early diagnosis and prompt systematic treat- 
ment, the more recent methods of diagnosis, 
such as the use of the X-ray, the polygraph and 


of the electro-cardiograph, yes, even the use of . 


the stethoscope, all have their places and are 
very helpful, but should be regarded as sup- 
plementary to and not as superseding the ordi- 
nary methods of examination, to confirm as it 
were, what has already been learned by a care- 
ful history, palpatation, inspection and percus- 
sion. 

The immediate recognition and solution of 
the whole problem is in the hands of the gen- 
eral practitioner. Not so very long ago a 
cardiac murmur was classified by its bearing on 
the body posture, its postion in the precordial 
area, while its character in ausculation, inten- 
sity, direction of transmission, and time inci- 
dence in the cardiac cycle, were all factors to be 
considered for the purposes of definite classi- 
fication. 


Now, it is more important to have definite 
knowledge of the size of the heart, history of 
infection, especially of rheumatism, intensity 
of second sound in second left interspace, 
while the reaction of the heart to exercise is 
vital. 

These criteria. do not solve every diagnostic 
difficulty when a murmur is present, but they 
are very useful as additional aids in barely 
enlarged hearts with a history of repeated and 
recent rheumatic attacks. 


Strictly speaking there is no satisfactory 
classification of heart murmurs. MacKenzie, 
for a purely working basis, classified murmurs 
as physiological, functional and organic—to 
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these F. N. Wilson adds another—accidental 
murmurs. 

Physiological murmurs are of little conse- 
quence, and in general they gradually disappear, 
just in proportion to the degree of maturity into 
which the arteries, the myocardium and the 
valves develop. They are not to be found in 
enlarged hearts with apex to or beyond the 
nipple line, where the sustained rate is above 
90, and caused by no other apparent lesion. 
They are never diastolic or accompanied by 
premature contractions, or failure to respond 
to effort. 

Functional murmurs have slight bearing on 
the cardiac state when careful tests have estab- 
lished a sound cardiac system. They are sys- 
tolic in time and variable in intensity, loud after 
rapid exercise, soft and often absent altogether 
after rest. After effort they may be heard over 
most of the precordium, even at the apex, and 
up in the vessels of the neck. They are at 
times accompanied by palpable thrill and are 
very harsh in complete expiration. They are 
not associated with cardiac enlargement, nor 
are they transmitted. They are common over 
the cardiac base in second left interspace. 
Apical functional murmurs are very variable, 
they are short blows, very common in rapid 
hearts and usually disappear after rest or upon 
recovery. 

The exact cause of functional murmurs is 
vague. They are common in young adults, and 
may be caused by a recent attack of acute rheu- 
matic fever, chorea, sore throat, or a positive 
recent infection inducing cardiac fullness or 
cardiac enlargement. Functional murmurs are 
always systolic, and when detected in the pul- 
monary area, without cardiac enlargement, are 
of little importance. 

An apical systolic functional murmur should 
be differentiated from the murmur caused by 
nitral insufficiency, where the second pulmonic 
sound is always accentuated. On the other 
hand an aortic systolic functional murmur 
heard at the base, should be differentiated from 
the murmur caused by aortic stenosis, which 
shows absence of second aortic sound with 
pulsus tardus or rotundus. Organic murmurs 
are practically always diastolic. There are two 
important diastolic murmurs—the characteris- 
tic diastolic murmur at the base of the heart in 
aortic insufficiency and the characteristic later 
diastolic, or rather pre-systolic murmur at the 
apex of the heart in mitral stenosis. 

Probably too little attention has been paid to 
the so-called accidental murmurs, constituting 
as they very frequently do, symptoms of weak- 
ness of the heart muscle. Some authorities ex- 
plain their origin as a systolic aspiratory action 
of the heart on the lungs, others attribute them 
to a fall in blood pressure, while I have noted 
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them as being caused by functional disturbances 
of the heart muscle. Accidental murmurs are 
always heard more clearly when the patient is 
lying down. This is due to the fact that in 
pathological conditions in which the normal 
tonicity of the heart is decreased when the pa- 
tient is standing, that is to say, when there is a 
certain tension of the whole muscle tone, the 
heart tonicity is strong enough to produce a 
rapid and sufficiently energetic contraction of 
both ventricles, so that the normal first sound 
is produced, but that when the patient is lying 
down the tone of the heart muscle on account 
of the physiological decreas in tonicity, sinks 
below the level at which the first sound is pro- 
duced. This pathological decrease in tonicity is 
in fact myocardism. If this murmur is heard 
when the patient is lying down but not when he 
is standing up, it can be made to disappear by 
compression of the abdominal aorta, or even by 
the lifting of the legs, because the rise in pres- 
sure thus caused brings about a complete con- 
traction of the ventricle. Strengthen the heart 
muscle and the murmur wiil disappear. One 
authority (Falkenhausen) states that beyond 
all doubt the accidental murmurs of the heart 
are caused by the pulmonary artery lying ab- 
normally near to the sternum. This is made 
possible by the fact that the heart lies especially 
close to the anterior chest wall, which condition 
often goes hand in hand with a median position 
of the heart. The mechanism of the murmur 
consists mainly of rubbing of the pulmonary 
artery, or of overlying portions of the lung 
againt which it presses, against the anterior 
chets wall. 

For the purposes of diagnosis in diseases of 
the heart, a definite knowledge of the various 
cardiac murmurs is imperative. Murmurs have 
no value in showing how long a valve lesion has 
existed, nor are they a reliable sign in prognosis. 
The behavior of the cardiac muscle is the all 
important factor. 

In diagnosis the reliable findings are—dias- 
tolic or pre-systolic murmurs, definite perma- 
nent cardiac enlargement, heaving apex beat, 
definite well marked thrills, auricular fibrilla- 
tion, and heart block not due to drugs. These 
are the late symptoms. 

A diastolic murmur is usually a constant un- 
changing murmur and has a typical exhaust 
blowing sound. It is best heard over the base 
of the heart in second right interspace, and 
along the left border of the sternum. At times 
it is best heard at apex, though it may be heard 
over any portion of the precordium. It usually 
comes from the left auricle and is conveyed to 
the apex by the blood stream. 

The early diastolic murmur over the base is 
due to aortic insufficiency unless congenital 
heart disease is present, and in very rare cases 
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may be due to congenital pulmonary insuf- 
ficiency. 

Diastolic murmurs mean one thing—organic 
heart disease, generally of the valves, and the 
degree of cardiac enlargement is an important 
factor in determining the true significance of 
the murmur. It is seldom loud, in fact it is a 
diminuendo murmur, strictly limited in area of 
audibility, and very common in early attacks of 
rheumatism. 

An aortic diastolic murmur is reliable evi- 
dence of aortic insufficiency, if confirmed by a 
water-hammer pulse, throbbing carotids, capil- 
lary pulsation and a pistol shot-like sound in the 
femorals. With these symptoms absent, it may 
be the temporary result of extreme anemia, or 
it may even be of exocardial, especially cardio- 
respiratory origin. If this murmur is quite 
distinct and backed by a history of acute rheu- 
matism in young individuals, or by a history of 
syphilis in a person of 35 or over, the diagnosis 
may be made on the murmur itself, as a dis- 
tinctly secondary result of cardiovascular-renal 
disease, syphilitic aortic lesions or exophthalmic 
goiter. 

Systolic murmurs may, or may not, indicate 
cardiac disease. They are audible over the 
veins of the neck, also at the apex, and are 
probably due to lessened viscosity of the blood 
in anemia. Transmission is by wall of the vein 
and by the blood stream. They disappear on 
recovery from anemia. 

The most common systolic murmur is the 
cardiorespiratory murmur heard over the pre- 
cordium, mostly at the apex. This, and the 
pulmonary systolic murmur heard in second, 
third or fourth left interspace, as a soft or 
harsh bruit, are absolutely insignificant. But 
the pulmonary systolic murmur, if accompanied 
by a thrill, is due to pulmonary stenosis. Where 
there is no cardiac enlargement, or syanosis, or 
impaired muscle power, an aortic systolic mur- 
mur means nothing. 

An apical systolic murmur is also very com- 
mon and is produced during systole, when the 
ventricles impinge against the thoracic wall and 
transmit the vibrations from the auricle. It 
varies in loudness, though in its essential .char- 
acter it is similar in most cases. When faintly 
heard it disappears after rest, but usually re- 
turns following effort. When loud, it is audible 
over large thoracic area and indicates a dam- 
aged heart. This symptom is common in early 
attacks of rheumatism. The aortic systolic or 
aortic diastolic murmur is never heard in the 
first attacks of rheumatism and very rarely in 
children under 12 years of age. These mur- 
murs are probably transmitted direct to chest 
wall from the auricle, dilated aorta being the 
chief factor in production. The pulmonary 
murmur is transmitted to the chest wall by di- 
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lated infundibulum and probably also by the 
blood stream and tension of the muscular tissue. 
It is less frequent but quite as loud as an apical 
murmur. It is always systolic and accompanied 
by systolic pulsation in anemia. The murmur 
disappears on recovery. 


Systolic. murmurs are frequently misinter- 
preted, and if the murmur is pulmonary systolic 
it is negligible in ordinary cases. 

About 70 per cent of systolic murmurs are 
not due to mitral insufficiency. The most com- 
mon of these murmurs are of cardiorespiratory 
origin and vary in intensity and quality with 
change of posture or phase of respiration. A 
frictional apical systolic murmur in pericardium 
may be due to roughened valve cusps or relaxed 
mitral ring or old inflammation. 

In congenital mal-formation, a pulmonary 
systolic murmur so loud and widely diffused 
that is exceptional character is immediately 
recognized indicates organic disease. In ane- 
mia an accidental or functional aortic systolic 
murmur is common in connection with the 
anemic status. When you find a loud rough 
aortic systolic murmur, accompanied by a thrill, 
weak or absent aortic closure, left hypertrophy, 
pulse of “plateau” variety, and when these 
symptoms are present in an elderly person, a 
diagnosis of aortic stenosis is permissible. 
Aortic stenosis is however, a very rare lesicn. 


The presystolic murmur comes from the left 
auricle and is conveyed to the apex by the 
blood stream, the additional factor consisting of 
hypertrophy of the left auricle, which acts as 
a resonator. It is frequently heard in cases of 
adherent pericardium, and in cases of aortic re- 
gurgitation it may even simulate the “Austin- 
Flint” murmur—a pre-systolic murmur in 
aortic insufficiency. The pre-systolic murmur 
can be heard in chronic Bright’s disease and in 
a heart displaced by enlarged spleen. In char- 
acter it is a rumble, definitely crescendo in 
character, becomes louder when approaching 
the first sound, and ends abruptly with the loud 
snappy first sound. The intensity of the mur- 
mur may be increased by a change in the pa- 
tient’s position or by the use of amylnitrite in- 
halation. 5 an 

Pre-systolic murmurs are usually trust- 
worthy, but at times extremely difficult to dis- 
tinguish from one another. They are caused 
hy mitral stenosis. 

Many murmurs heard over the precordial re- 
gion are organic in origin, but there are a cer- 
tain number however, with no organic basis, 
and autopsy fails to reveal their etiology. Mur- 
murs can originate from three points—in the 
portion of the lung separating the heart from 
the chest wall, between the heart and the lung, 
and in the heart and great vessels. Extra- 
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cardiac and cardio-pulmonary murmurs occur 
usually on the left side. Experimentally on 
animals they may be made to disappear if the 
lung is pushed away. Occasionally these mur- 
murs may occur at the root of the great vessels 
during a diastolic tug. Pericardial friction 
rubs may sometimes simulate a murmur, but 
this should be easily eliminated by careful ob- 
servation. Hemic murmurs are soft and blow- 
ing and follow the course of the blood vessels. 

It is possible to have non-organic murmurs 
originating in the heart itself and they also 
may occur in the larger blood vessels in hyper- 
tension or in anemia. Occasionally they are 
heard over the veins, in which case they always 
occur in the diastole. All these non-organic 
murmurs are heard most often in children and 
very old people—the two extremes. The dias- 
tolic murmurs are heard most often in the third 
or fourth interspace. They vary and are very 
rare. The systolic murmurs are liable to be 
heard over any portion of the heart. 

To come to the practical side of heart mur- 
murs. The first sound is supposed to be due 
to vibrations of the walls of the cardiac cavity, 
and occurs in the first third of systole. This 
first sound may be softened or obliterated by 
defective action on the part of the ventricle, or 
by valvular damage, and it may be accentuated 
by hardened mitral stenosis. In propagation it 
follows direction of the current which produces 
it or in which it occurs. The second sound is 
supposed to be due to closure of the pulmonary 
or aortic semilunar valves, and occurs in the 
first part of the diastole. It may be enfeebled 
by structural vascular alteration or by dimin- 
ished tension (anemia, insufficiency) while it 
may be increased by higher tension (aortic 
sclerosis, syphilitic hardening). The pul- 
monary second sound may be accentuated by 
increased pulmonary pressure. In propagation 
the second sound also follows the direction of 
the current which produces it or in which it 
occurs. 

Each pair of sounds is separated by a longer 
interval or pause, diastolic in time. A short 
pause occurs between first third and last part 
of last third of systole. Anything happening 
before this pause is systolic in time, while any- 
thing happening from beginning of second 
sound to end of long pause, is diastolic in time. 

In many cases a venous murmur may be pro- 
duced or made more prominent in Mohren- 
heim’s fossa by holding the arms in the upright 
position. This murmur is heard also in the first 
and second intercostal spaces, and at the same 
level over the sternum the murmur becomes 
more distinct and occasionally more musical in 
character. It is caused by a slowing of the 
venous blood stream and serves as a diagnostic 
symptom of the function of the right auricle. 
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It is found chiefly in children and anemic 
women. 


A Canadian, Vipond, has given to the world 
a new method of examination for heart mur- 
murs. It consists in thorough auscultation over 
the eyeball withan ordinary Bowles stethoscope. 
This orbital murmur, first detected accidentally, 
is found in several different types of cardiac 
disorders, but to be heard distinctly the heart 
muscle must be in a fair tonic condition, so that 
it may be able to carry it to the terminal oph- 
thalmic artery. 


A common cardiac irregularity is the extra 
systole, which is unimportant when occasional, 
but when frequent and accompanied with pain 
or breathlessness, is sure evidence of myocar- 
dial trouble. When foci of infection, such as 
infected tooth roots, are removed, this irregu- 
larity very, often disappears. 


Symptoms of heart disorders are not infal- 
lible in so far as there are many cases where 
examination discloses what would apparently be 
real evidences of valve lesions, when as a matter 
of fact, the real trouble is to be located in some 
other part of the anatomy. In this connection 
I have been particularly impressed by the state- 
ment of Dr. Samuel E. Earp in Med, Rec., 
100. ;410 of September 3rd, 1921, and quote it 
herewith: 


‘It is reasonable to conclude that any patho- 
logical condition of adjacent structures, may re- 
tard the heart’s action. The vessels of the heart 
independent of the changes which take place in 
the heart substance, may produce certain cardiac 
symptoms that may seem to indicate an organic 
heart lesion in the heart itself. It is outside in- 
fluence, some pathological condition at a remote 
part of the body, that often jeopardizes the con- 
dition of the heart more than a disease of the 
mycardium itself. Hence we often fall into error 
by assigning to the valves that which belongs to 
the remote organs. By actual demonstration it 
is evident that toxic conditions from any source, 
certain conditions of the nervous system, imper- 
fect mechanics of the blood supply, pathological 
or otherwise, acidosis, acute infectious diseases. 
including rheumatism and local infection, may 
produce a condition of the mycardium which is 
often characterized by murmurs, when there is 
no organic lesion of the valves, and which very 
frequently will respond to proper treatment.” 


The World War presented a most fertile 


field for medical research, new diseases being | 


definitely recognized, necessitating new and 
startling remedies. In the empire of the heart 
a supreme discovery was the Effort Syndrome 
—a cardiovascular functional symptom com- 
plex, frequently causing disability. During 
our Civil War this was first very vaguely de- 
scribed as a clinical entity by Harthorne, later 
termed by DaCosta as “irritable heart of sol- 
diers.” It was intensively studied by Thomas 
Lewis in the World War, who described it as 
neuro circulatory asthenia. It was classed as 
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such in the American Expeditionary Forces, 
and termed “Disordered Action of the Heart,” 
“TD. A. H.,” in the British Service. 

In the clinical aspects there is pain, usually 
just above and to the left of precordium, though 
the position may vary from day to day. Pain 
in the chest is the most frequent symptom, a 
pain that is sharp, sticking and fleeting. In 
about half of the cases, pain is associated with 
more or less skin hyperesthenia. There may be 
precordial tenderness, while breathlessness is a 
common, and often the sole complaint. This 
symptom complex interferes absolutely with 
normal performance of duty. In the Effort 
Syndrome the respiratory rate may be elevated 
to 60-80 per minute, while it usually returns to 
normal when at rest or after relief from effort. 
There is little cough or expectoration, and noc- 
turnal asthma is only to be found in the gassed 
cases. Giddiness is frequently detected, this 
combined with breathlessness and extreme 
fatigue. Muscular weakness is general, and 
very infrequently are there abnormal visual 
phenomena. When at rest palpitation may per- 
sist, and may even accompany an elevated pulse 
rate. There may be fainting without the loss 
of consciousness, a coarse tremor, rather a 
shake, involving the whole body, but this latter 
is not a valuable diagnostic guide. A most com- 
mon symptom is profuse sweating due to hyper- 
active skin. The pulsation is often striking in 
the precordium, and may extend wave-like over 
the 2-3 intercostal spaces. The apex impulse is 
often felt to be specially forcible and gives 
the impression of a major thrust split into suc- 
cessive ill-defined minor parts. No thrill is 
felt, though on occasions a single sharp shock 
synchronous with the second sound is felt both 
at the apex and at the base. 

It cannot be said with any degree of certainty 
that cardiac enlargement takes place in the 
Effort Syndrome. 

In rhythm, regularity is invariably main- 
tained. The heart beat is usually accelerated in 
rate and tends to be unstable in the same indi- 
vidual. According to one authority (Hume) 
the range is in 46 per cent of cases between 90 
and 100, and in 26 per cent between 110 and 
130. 

Serrations in auscultations occurring in the 
first sound are different from the crescendo 
murmur before that sound, and there is a 
marked absence of accentuation of the second 
sound. In the etiology of the Effort Syndrome 
no racial predisposition towards its occurrence 
has been discovered, nor is it dependent on a 
specific infecting organsm. There is little to 
substantiate a relationship to acidosis, and 
though there is some similarity in symptoms. 
with those in Graves’ disease, thryoid enlarge- 
ment is invariably absent. 
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The Effort Syndrome is a long standing 
latent affection, requiring a stimulus operating 
in a manner not habitual to the individual and 
inciting cardiovascular reaction. 

In diagnosing heart disease in children the 
case history is the most important point. The 
chances of incorrect diagnosis are increased if 
there is no history of rheumatism. As a matter 
of fact the majority of cases of heart disease in 
children is caused by rheumatism—some 
authorities put the proportion as high as 90- 
95 per cent. If a history of chorea, pharyn- 
gitis, tonsilitis, rheumatism, muscular and grow- 
ing pains, primary endocarditis; or chronic 
nasal or middle ear catarrh, can be eliminated 
in children, the diagnosis can be easily made. 
Syphilis is not a common cause of heart disease 
in children, neither is myocarditis, but this 
latter if chronic, is generally caused by rheuma- 
tism. Endocarditis caused by infectious disease, 
is usually fatal in children, but if recovery oc- 
curs, the damage can usually be repaired with 
little resulting valvular deformity. Acute en- 
docarditis in influenza is rare in children, but 
subacute endocarditis is quite common and with 
probable fatal consequence. 

Acquired valvular disease is extremely rare 
during the first three years of life, uncommon 
up to the fifth year, and found five times 
oftener during the second five years. Statistics 
show that in children under 10 years of age 
acquired valvular disease is found in less than 1 
per cent of them. 

Heart disease in children is suspected by an 
irregular pulse and the presence of a heart 
murmur. Either considered alone is not suf- 
ficient to establish a diagnosis of cardiac dis- 
ease. The most common form of irregular 
pulse is due to sinus arrhythmia, but this is 
a purely physiological sign of a normal heart. 
Irregular pulse may also be due to heart block, 
or to paroxysmal tachycardia, but these are ex- 
tremely rare in children. Heart murmurs alone, 
as I have previously stated, do not indicate 
cardiac disease in children, and are generally 
due to an unstable nervous system, and are of 
uncertain diagnostic value. The heart readily 
dilates, especially in anemic and feeble chil- 
dren, and may cause physiological systolic 
murmurs. 

In heart disease in children the diagnosis 
should be prospective in order to prevent actual 
and serious cardiac trouble. 

In my opinion the value of heart murmurs 
has been overestimated. Jn diagnosing dam- 
aged hearts it is more important to know how 
much cardiac enlargement is present, what par- 
ticular valve is affected, and what infection was 
the primary cause. As additional information 
on which to make a diagnosis, I consider the 
age and general nervous make-up of the patient, 
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the condition of the myocardium, the presence 
or absence of breathlessness and fatigue, all 
factors of supreme importance. 

Murmurs are useful pegs on which to hang 
a diagnosis, but they are by no means the sine 
qua non in getting to the root of the matter 
where the heart is concerned. 
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DISCUSSION 


DR. JAMES S. BROTHERHOOD, Grand Rap- 
ids: I shall not attempt to add anything to the 
scholarly paper of Dr. Chester, because I would 
be accused of attempting to haul coals to New- 
castle. 


Dr. Chester has emphasized most thoroughly 
several facts. Every murmur of the heart that 
we listen to does not spell disaster to the indi- 
vidual. How often do we encounter families with 
children whose family doctors have told the 
mother to carefully watch the child as the child 
has a murmur. When that patient is brought to 
you the mother whispers in your ear, “Do not 
tell Mary she has anything wrong with her heart.” 
As a matter of fact, a great many of these mur- 
murs are of a functicnal character. In my own 
experience a number of them have disappeared 
when we have placed the children on a more 
healthful regime; then we have given the indi- 
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vidual patient a small dose of tincture of iron, a 
few drops, two or three times a day to correct 
certain disorders of the gastrointestinal tract, and 
above all, after a complete examination, have 
found out the possible source of infection which 
had given rise to this potential heart disorder. 
For instance, the removal of diseased tonsils, and 
later of impacted molar teeth. Then the ques- 
tion of the condition of the turbinates, minor 
troubles in the ear and elsewhere in the body 
should be considered as possible causes of the 
heart murmur. 

Only recently there came to my attention sev- 
eral cases of bad tonsillar trouble, where for a 
number of years the patient had been told that 
he could not take an anesthetic; that he could 
not subject himself to an operation for the re- 
moval of the sources of infection. I find in a 
great many instances this is a fallacy, because 
with our knowledge of heart trouble today and 
with the careful use of gas and other anesthetics 
as they are administered today, there are very 
few individuals who cannot take sufficient anes- 
thesia for an operator to remove possible sources 
of infection. 

I well remember at a meeting of the American 
Medical Association, held in Chicago, years ago, 
Sir James Mackenzie spoke to a large group of 
internists and said, “Give me the man with a 
heart murmur, and that is the one I want.” 

When England was forced, as a result of the 
heavy draft made upon her, to replenish the 
ranks with men who on previous examinations 
had been refused on account of heart murmurs, 
on further examination these men went into the 
ranks and went through some of the most in- 
tensive battles of the war, and after they were 
treated for minor casualties they went back into 
the trenches again, and there are instances of 
men with bad mitral lesions who went through 
five battles. So Sir James Mackenzie stated that 
he was beginning to believe it was not so much 
a question of a heart murmur as it was a question 
of the heart muscle. That very point this after- 
noon has been emphasized by Dr. Mortenson, by 
Dr. Northrup, and by Dr. Chester. It is not a 
question of how much noise the heart is making 
but of how much work the heart is doing. 


I have often wondered if some of the men who 
have been turned down by the life insurance 
companies because the physician found a murmur 
may not live to be the pallbearers at some of 
the funerals of their best physicians. These men 
have heart lesions; they take care of themselves, 
and he is a safe man who knows there is some- 
thing wrong. As a matter of fact, I frequently 
tell patients they have a flicker at the heart. It 
may be a good thing. The older the flicker the 
better it is because the heart muscle produces 
that murmur. If it is a loud systolic murmur, 
it indicates that the heart muscle has some tone. 
It is the little soft murmur that gives the trouble, 
the one that we hear today and is absent tomor- 
row. We outline the heart and find a large area 
of dullness. The patient is short of breath; we 
do not hear a loud systolic murmur well trans- 
mitted. After all, it is a question of functional 
activity of the heart that determines whether the 
murmur is of any significance or not. 

DR. WILLIAM F. ENGLISH, Saginaw: I want 
to congratulate Dr. Chester on his excellent pa- 
per. A noted pathologist in one of our univer- 
sities a short time ago stated that the medical 
profession was getting down to educating noth- 
ing but diagnosticians, and the treatment of pa- 
tients was nil. 


I have listened to a number of papers this 
afternoon and was wondering whether any one 
of them would take up treatment. I have no 
laboratory results to present regarding the ques- 
tion of treatment, but Dr. Chester threw out one 
suggestion we ought to bear in mind. We heard 
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a great deal yesterday about preventing thyroid 
trouble in children. Dr. Chester has thrown out 
a suggestion regarding the prevention of heart 
trouble along the same line which is quite im- 
portant. 

Another thought that came to my mind very 
forcibly was the question of heart troubles dur- 
ing the war in the recent training camps. I 
heard an eminent surgeon say yesterday that 
men, fifty years old, began to take exercises and 
to do a whole lot of things, and as a consequence 
something might happen. I know lots of men 
who went into these training camps, physicians 
who were fifty years of age, in whose cases a 
diagnosis of myocarditis was made, with low 
blood pressure, of possibly a tendency to tuber- 
culosis. These men had fat stomachs. Some of 
them went into training and developed splendid 
physiques; they lost their big stomachs; and 
whereas their blood pressure was 150, it came 
down to 135. They could go on hikes of ten 
miles in the southern sun without trouble. It is 
a mistake to say that these conditions cannot be 
remedied. It is a mistake for a man to allow 
himself to pursue the course of least resistance 
to get a big stomach which is the biggest danger 
signal we have. 





OPHTHALMIA NEONATORUM* 


Report of 233 Cases at Children’s 
Free Hospital 


GEORGE M. WALDECK, M. D., F. A. C. S. 
DETROIT, MICH. 


This paper is based principally on a series of 
233 cases of ophthalmia neonatorum from the 
ophthalmic ward of the Chiidren’s Free Hos- 
pital between the time of the opening of the 
ward in 1910, to September, 1919. Many of 
the cases were under the care of Dr. Walter R. 
Parker, Dr. Ray Conner and Dr. Howell Begle, 
as well as myself, during that period. 

The ophthalmic ward was built in 1910. Pre- 
vious to that time there was no place in Detroit 
where cases of ophthalmia neonatorum could 
be admitted for treatment, and they were cared 
for in the homes as best they could be, or at the 
various hospitals in which they developed. 

It is estimated that there are approximately 
110,000 blind men, women and children in the 
United States. About one-quarter of this num- 
ber need not have lost their sight, the causes be- 
ing in a large measure preventable. These 25,- 
000 persons by their blindness deprive the 
country yearly of about $8,000,000 worth of 
productive labor. The maintenance of special 
schools for blind children is also costly. It 
takes far more to educate the blind than the 
normal child. Including the expense of institu- 
tions, library. facilities, home teaching, the 
amount soon approaches millions. Ophthalmia 
neonatorum is responsible for about 25 per cent 
of the blindness in the various institutions and 
schools for the blind. 


*Read before Section on Ophthalmology, M. S. M. &., 
Flint, June, 1922. 
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We have now various measures devised and 
in operation by the board of health for the 
elimination of this preventable cause of blind- 
ness, such as education, compulsory notifica- 
tion, punishment by law of offenders against 
properly constructed legal regulations, and com- 
pulsory prophylaxis. We have in this state a 
sub-committee of the American Medical Asso- 
ciation, with a member in each county, for the 
purpose of teaching by means of illustrated lec- 
tures and literature the care of the eyes and ears 
in children, and part of this work is devoted to 
ophthalmia neonatorum. 

While great progress has been made in the 
prevention of this disease, we still have a large 
number of cases, and the purpose of this paper 
is to emphasize the necessity of especially 
equipped hospital facilities for the care of oph- 
thalmia neonatorum. Such facilities are avail- 
able in the ophthalmic ward of the Children’s 
Free Hospital in Detroit. The ward was 
equipped to handle 12 children with night and 
day nurses—carefully instructed in the care of 
the eyes and under the supervision of a trained 
supervisor. There have been as high as 10 
patients in the ward at one time, during which 
five nurses were in constant attendance, alter- 
nating in eight-hour shifts. The vast importance 
of treatment in a ward especially equipped for 
ophthalmia neonatorum is readily seen from the 
statistics of Dr. Cheney in the state of 
Massachuetts in 1909. In 44 cases treated in 
the homes, 20 per cent of loss of sight, or one 
baby in every five became blind, while of 149 
babies of the Massachusetts Charitable Eye and 
Ear Infirmary, all eyes were saved, in which the 
cornea was not already ulcerated on admission. 

It is of prime importance to get the patients 
into the hospital and under treatment as soon as 
possible. The duration of the disease before 
admission to the hospital varied from one day 
in many cases to a month or more; the average 
case was admitted during the first week of the 
disease. The average length of time in hospital 
was 33 days. 

One great difficulty in making definite bac- 
teriological diagnosis has been the inability to 
cultivate the gonococcus successfully. Smears 
may show other gram-negative, morphologically 
similar dippococci, the most common of which 
is the micrococcus catarrhalis. The latter, how- 
ever, grows on ordinary media while the gono- 
coccus does not. 

The gonococcus was found in 55 per cent of 
cases, which accords with the’ statistics of 
Derby, who found the organism present in 51.3 
per cent of 149 cases at the Massachusetts Eye 
and Ear Infirmary. Stevenson collected 1,829 
cases, 65 per cent showing the gonococcus. 
This is rather high, as other gram-negative or- 
ganisms were not excluded. Eleven cases 
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which died of concurrent disease, two which 
were taken home against advice on the second 
day, and two doubtful cases of recurrence in old 
staphylomatous eyes, are not included in the 
percentages. 

Corneal involvement was present in 29 cases. 
In 12 cases but one eye was affected, in 17 both 
eyes. Of the 12 cases with one eye affected, 
two in which the cornea was only hazy on ad- 
mission, recovered without scars, six recovered 
with slight scars and four with bad scars of the 
one cornea. In all 12 cases the other eye was 
saved. Of the 17 cases of corneal involvement 
of both eyes, five in which there was only 
corneal haziness on admission, recovered with 
corneas intact, three recovered with slight scars 
only, in one case one eye was lost, the other eye 
saved with very slight scar. Four who were not 
admitted to the hospital until after three to six 
weeks’ duration of the disease, became totally 
blind, three others died of concurrent disease 
soon after admission. Corneal involvement 
took place in four cases after admission to the 
hospital, in one eye only in three, in both eyes in 
the fourth. 

Our statistics of corneal damage, namely 12 
per cent, compare most favorably with that of 
others. Bartels, in 38 cases of ophthalmia 
neonatorum reports 10 eyes totally lost and 
four partially; in two cases both eyes lost. 
Morax had 18 patients out of 110, or 16 per 
cent, with corneal opacity more or less severe. 
Other figures of corneal damage are those of 
Grooenow, 25 per cent of 41 cases; Haupt, 28 
per cent of 45 cases; Jroener, 25 per cent of 62 
cases; Druais, 25 per cent of 24 cases. 

Harman found in a series of 231 cases of 
ophthalmia neonatorum of all degrees of sever- 
ity, non-gonorrheal and gonorrheal cases com- 
bined, 13 cases of corneal damage, or 5.6 per 
cent. Of the 13, three were blind in both eyes 
and five were blind in one eye. In the present 
series there was loss of sight in one eye in eight 
cases, five of which had corneal ulcers on ad- 
mission, the other three developed ulcers while 
under treatment in the hospital. There were 
six cases of blindness in both eyes in all of 
which the corneas were involved on admission. 
All these cases were two and one-half to six 
weeks duration before being brought to the 
hospital, and in only one of them was there a 
chance of saving any vision. In this case one 
cornea was still intact on admission but be- 
came involved very soon after and the vision 
was lost. 

Omitting these cases in. which ulceration of 
the cornea precluded visual result on admission 
to the hospital, there was no loss of vision on 
leaving the hospital in 201 out of 205 cases, or 
98.04 per cent. In three cases, or 1.42 per cent, 
there was loss of vision in only one eye, and in 
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one case, or 0.48 per cent, total blindness re- 
sulted. Fourteen cases were monocular, in 
none of which the other eye became infected, a 
percentage of 6 per cent. The only prophy- 
lactic means employed were care and cleanliness 
in handling and instillation of argyrol three or 
four times daily in the unaffected eye. Glass 
protection shields were not used. 

Regarding the treatment of ophthalmia 
neonatorum, prophylaxis is, of course, the first 
consideration. Irrigation of the eyes with 
warm boric or saline solution immediately after 
birth, followed by the instillation of 2 per cent 
silver nitrate solution will invariably prevent 
the disease. Some authors recommend a 1 per 
cent solution of silver nitrate or 25 per cent 
argyrol. Personally, however, I believe the 
stronger solution should be used. 

The treatment to be successfully carried out 
demands the services of skilled attendants day 
and night for at least the first few weeks. The 
child’s eyes should first be wiped dry, and warm 
saturated boracic acid or normal saline solution 
used to cleanse thoroughly the conjunctival sac. 
This should be done by squeezing the warm 
fluid from pledgets of absorbent cotton fre- 
quently enough to keep the eyes free from pus. 
When the secretion is very profuse it may be 
necessary to irrigate the eyes every half hour, 
whereas, where the discharge is less, every two 
or three hours may be sufficient. The rule is to 
keep the eyes free from pus as far as possible 
without lowering the child’s nutrition by dis- 
turbing its sleep too frequently or causing 
regurgitation of its food. Every hour in the 
severe cases a drop or two of freshly prepared 
25 per cent argyrol is instilled. As the dis- 
charge becomes less the argyrol is cut down to 
every two hours, then three hours and eventu- 
ally t. i. d. Undines and syringes are not used 
for fear of injury to the cornea and also be- 
cause of danger of infection of the nurse’s eye 
by splashing. The nurses must use special care 
not to touch the cornea, as the slightest abra- 
sion is almost sure to result in ulceration and 
loss of sight. In case the argyrol apparently 
fails to check the free accumulation of pus, or 
there is much swelling of the lids, a 2 per cent 
solution of silver nitrate is carefully applied to 
the everted lid by the physician. Canthotomy 
is resorted to when indicated. 

Argyrol is only a weak bactericide, and yet 
clinically it has surely a great value in ophthal- 
mia enonatorum. One factor may be its high 
specic gravity, enabling it to float out the pus 
from the folds in the conjunctival sac. Also it 
has the added value of giving early warning of 
a corneal complication because of its staining 
the affected area. 

Much harm may be done by the use of too 
strong or too frequent applications. Not only 
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is too frequent handling dangerous to the eyes 
because of possibility of corneal injury, but the 
general health of the infant may also suffer, and 
the resisting ability reduced in consequence. 
Premature or feeble babies need quiet, rest, and 
as little handling as possible. Treatment should 
never be carried out directly after a feeding or 
it may cause regurgitation. 

We have tried out other forms of treatment, 
such as ethylhydro cuprine, protargol, etc., but 
in our hands argyrol has proved the most 
valuable drug in controlling the disease. The 
cases are not discharged until all inflammation 
has subsided, until two smears are negative. 

One great difficulty in handling cases of 
ophthalmia has been the necessity of removing 
the infant from its mother. This has been 
overcome by supplying the child with breast 
milk at its regular feeding periods. As soon as 
the mothers are able they come to the hospital 
during the day, and their breast milk is given 
during the night. When breast milk is not 
available, artificial feeding is carried out. 

There is probably no other ocular disease in 
which there is so great a difference in the sever- 
ity of its course in the infant and in the adult, 
as there is in ophthalmia neonatorum. With 
proper care the infantile type, if taken early, al- 
most invariably recovers, while the adult type, 
in spite of the best of treatment, rarely fails of 
corneal involvement and serious visual damage. 
Many hypotheses have been offered to explain 
this difference, greater resistance of the corneal 
epithelium of the infant, diminished virulence 
in the gonococcus, etc. Derby has offered the 
most likely theory, that the babies born of 
gonorrheal mothers are possessed of a certain 
amount of immunity. To prove this assump- 
tion he obtained blood from 23 gonorrheal oph- 
thalmia cases for complement fixation reaction, 
but only two were strongly positive, three were 
weakly positive. In spite of this lack of posi- 
tive fixation reaction in most cases, the mildness 
of the disease is best explained by the assump- 
tion that a certain amount of immunity, varying 
in degrees, is transferred from the infected 
mother to the child. This passive immunity is 
probably of short duration, but lasting long 
enough to influence favorably the course of the 
disease, in some cases possibly even preventing 
infection. The degree of immunity obtained 
may not be sufficient to produce a complement 
fixation reaction in the blood, though still suf- 
ficient to favorably affect the course of the 
disease. Its duration is probably too short to 
bring any influence to bear on the adult type, 
even if an infection had been present in the 
parents. 

Very little has been said in the literature re- 
garding the parents of babies with gonorrheal 
ophthalmia. The question of what to do re- 
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garding them is a difficult one. They are dang- 
erous to the community ,they have infected at 


least one child and may infect others. Their 
future children should also be protected. It is 
plain that our duty does not end with the care 
of the infant. 


1001 DAVID WHITNEY BLDG. 
DISCUSSION 


DR. F. J. CADY, Saginaw: The Doctor em- 
phasizes particularly the care of these cases in 
specially equipped hospitals with specially trained 
nurses, and under special supervision. This no 
doubt is excellent treatment and is possible in a 
city the size of Detroit, but I am wondering how 
it would work out in a small city, for instance, 
like my own. We have had very few cases there 
the last four or five years, and last year there 
were but 21 cases reported in the whole state of 
Michigan. That either goes to show that we had 
a very incomplete record of our cases, or that 
the physicians, mid-wives and nurses have been 
so trained that this condition is always looked 
after and therefore we have not so many cases. 


In regard to the treatment of these cases, I am 
unable to add anything to what has already been 
given, with the exception perhaps of the use of 
mercurochrome. In my last year of internship 
we used this remedy in a number of cases with 
very satisfactory results. In all of our cases we 
were very positive that the duration of the dis- 
ease was very much shortened. In my own prac- 
tice, in mixed infections especially, I find mer- 
curochrome in a 2 per cent solution is of great 
value. A routine which I think is good practice 
in all cases of a suspicious character is the in- 
jection into the conjunctiva of 10 per cent argyrol 
t. i. d. for three or four days. The doctors that 
I have talked with who have followed this routine 
claim they have never had a case of ophthalmia 
neonatorum after this treatment. 

My experience with this particular infection has 
been so limited that I am not able to discuss 
Doctor Waldeck’s very scientific and exact paper 
further. 


DR. JOHN R. ROGERS, Grand Rapids: I 
want to ask Doctor Waldeck whether the treat- 
ment should be directed by the physician or 
whether it should be left directly to the nurse. 
I believe in treating ophthalmia neonatorum the 
part played by the physician in making applica- 
tions to the eye at least once a day has a very 
great bearing on the result. I always feel the 
applications of nitrate of silver, carefully done, 
are a very important part of the treatment, in 
spite of the fact that argyrol has been used very 
successfully. In the days before we had argyrol 
we had to use something that would give a good 
result. 


DR. HOWELL L. BEGLE, Detroit: This sub- 
ject is so important to me in following up the 
work of Doctor Waldeck at the Children’s Hos- 
pital that I almost hesitate for fear I will not 
emphasize some of the things that should be em- 
phasized. 

In the first place, as regards the 21 cases re- 
ported, the majority of the cases are not well 
reported. We treated last year at the Children’s 
Hospital 59 cases. As most of these cases are 
sent in by the Board of Health of Detroit the hos- 
pital does not have a record of the cases, so per- 
haps they do not appear on the State record. 

The care of these cases of ophthalmia neona- 
torum is largely a question of discipline. I want 
to emphasize that point. It is a question of dis- 
cipline on the part of the general practitioner 
The law specifically says that he must put drops 
in the eye, and says what he must putin. Prob- 
ably the most of the cases at the Children’s Free 
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Hospital are due to the fact that the physician 
has not followed the law. I recall very clearly a 
case about two years ago in which we were able 
to find out from the doctor how it occurred. He 
was called to a case which a midwife was at- 
tending, and while there waiting for delivery, he 
was called to another case. He said to the mid- 
wife, “you are familiar with what you have to 
do in regard to the eyes?’’ and she replied that 
she was. An aunt who took care of the baby 
told him that nothing was put in the baby’s eyes. 
She blamed the doctor, and I think she was 
right. The doctor was responsible in that case. 
If the general practitioners would do their part 
it would make a vast difference. 


The second point is that the general practitioner 
must report these cases. If he would do that we © 
would get hold of them earlier. The cases that 
go bad are the cases that are not reported and 
do not come early to the hospital. The general 
practitioner thinks perhaps he has something 
that does not amount to much he delays— 
perhaps one of the aunts or the mother thinks 
she can take care of the case, in three or four 
days there is an ulcer and when we get the child 
it is too late. The law requires the physician to 
report these cases, and if he would do this it 
would help materially in reducing the number of 
cases. 

In the hospital it is a question of the discipline 
of the nurse. She does not have very much to 
do with the treatment, but the nurse must be 
instructed to take care of these cases. It does 
no do for a nurse who has never treated these 
cases to try it—she must be shown. And the 
treatment must be given regularly. Sometimes a 
nurse goes to a class or is detailed to some work 
and another nurse takes her place, and there is 
a lapse; or at meal time a nurse may go to din- 
ner and perhaps the baby’s eyes will not be 
washed for three-quarters of an hour. These are 
things that can be managed by discipline in the 
hospital. 

As to the treatment, I think it is largely a 
question of washing the eyes as often as pos- 
sible. You need a nurse with a conscience to 
handle these cases. 

As regards nitrate of silver, we feel it is not 
the proper remedy to use in early acute cases. 
We have thought that perhaps the ulcer de- 
veloped because silver was used in the early 
stage. I know there is a difference of opinion, 
but we do not use silver nitrate, even I per cent, 
in early cases. Whether argyrol does any good, 
I do not know. We have been using it and will 
continue to do so. We have used mercuroch- 
rome, but I do not know that it is any better than 
argyrol. But we do use silver after we think a 
certain amount of immunity has been established. 
We believe it creates a hyperaemia and possibly 
an antiseptic action, and the discharge may stop 
very quickly. Even if ulcer develops we should 
not give up the case. Occasionally the whole 
cornea or a considerable part of it is left, so 
that fairly good vision may result. 

As regards the treatment of ulcer, I do siot 
know what to do. I never felt that cauteriza- 
tion was of much use where you have zgonococci 
in the epithelium; I do not believe cauterization 
will destroy the germ. 


DR. CHARLES H. BAKER, Bay City: I do 
not believe Doctor Begle can get away with his 
position on nitrate of silver. I have watched 
ophthalmia neonatorum in one locality for 32 
years, and some years ago I thought I was a kind 
of specialist in the treatment of this diseae. 

In the first place I want to say that the en- 
forcement of the state law which requires that 
nitrate of silver shall be put into the eyes of all 
new-born has done more than anything else to 
control.ophthalmia neonatorum. The only case I 
have seen in 12 years was a case in which the 
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physician evaded the law—not intentionally— 
because he tried to obey the law; but he used 
argyrol instead of nitrate of silver. That case 
developed into a frank ophthalmia neonatorum. 
Some years ago when I was in the Wills liye 
Hospital, Doctor Oliver, speaking to a2 number 
of physicians, said, ‘We have practically aban- 
doned the use of argyrol in our hospital for the 
reason that we find it is of no use in ophthalmia 
neonatorum, and so far as we can see it is 
valueless as an antiseptic of any kind.’ He said 
its only use was to produce a solution which was 
heavy enough to float out the pus. 


My reply to Doctor Begle is this: I do not 
content myself with a 2 per cent solution of sil- 
ver for the first application, but I always use a 
4 per- cent solution the first time I see a case. 
The method is the important in the use of sil- 
ver. My method is this: I clear the eyé as far 
as possible with pledgets of moist cotton, wiping 
out all the pus I can. Then I use a small] probe 
wound with cotton, not more than one-eighth 
inch in diameter. I dip the probe into the silver 
solution, twist it so I have just enough silver so 
it will not flow. In many of these cases it is diffi- 
cult to get the eye open at all and the most you 
can do is to raise the upper lid by pressure over 
the supraorbital arch until you can introduce 
this pledget of cotton at the inner canthus. The 
child resists and rolls its eye far up and the cor- 
nea is far enough up so it is practically cut of 
reach. When I raise the lid away from the eye- 
ball by the action of the probe and roll it from 
the inner corner of the eye to the outer corner, 
holding the lid away from the ball and making 
the silver touch over all the anterior conjunctiva 
and to the bottom of the cul de sac. Then I do 
the same thing with the lower lid. In that way 
I apply the silver to every portion of the con- 
junctival surface. One application of silver in 
that way in many cases will abort the disease. 


Beyond the application of a 4 per cent solu- 
tion at first and subsequently a 1 per cent solu- 
tion for a few days, I instruct the nurse to cleanse 
the eye with pledgets of cotton dipped in normal 
salt solution every ten minutes day and night. 
Sometimes you cannot get the nurse to be faith- 
ful with that, and the only case I had go bad 
was where this was neglected. But do not irritate 
the eye with a syringe. 

DR. NEIL I. BENTLEY, Detroit: I think pos- 
sibly the important factor in their good results 
is the fact that they have properly equipped hos- 
pital and nurses trained for the work. On rule 
we make is that the nurse shall never under any 
circumstances attempt to wipe pus out of the 
eye. Wipe it off the lid. but do not attempt to 
wipe it out of the eye. You are apt to damage 
the cornea. A few years ago I was in a hos- 
pital where they had an epidemic of gonorrhoeal 
ophthalmia. They had not had any for a long 
time and they made every effort to get rid of 
it. They lost nearly half their cases because 
they made such strenuous efforts to get all the 
pus out of the eye. Pus should never be wiped 
out of the eye. 


Doctor Baker gave a very beautiful description 
of the application of silver to the eye. He must 
have had his babies anaesthetized to be able to 
run a probe under the upper lid and then under 
the lower lid. Most youngsters I have tried are 
howling their heads off and they squeeze the lids 
down so that the conjunctiva runs far beyond 
anything you can reach with a probe without 
tremendous possibility of danger to the cornear,. 
because the cul de sac runs up a long ways. I 
do not think silver nitrate should be used on 
the upper lid anyway. It is too dangerous. 

DR. GEORGE M. WALDECK, (closing): In 
regard to mercurochrome, I have had no experi- 
ence in the use of it in gonorrhoeal ophthalmia. 
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Regarding silver nitrate, we have rather held 
it in reserve. When cases come in, especially 
the severe ones, the lids are so swollen it is im- 
possible to evert them. In many of them if 
we attempted Doctor Baker’s method, even using 
our best technic, there would be serious injury 
to the cornea. Many of these cases have to have 
ice applied for twenty-four hours to get the 
swelling down so the eye can be everted and 
silver nitrate applied. 

I agree that argyrol has not much bacteriolog- 
ical effect, but it does apparently act, perhaps 
because of its high specific gravity, in taking out 
pus, and it has been so successful that we are 
continuing to use it. 

Replying to Doctor Rogers question, of course 
these cases are all seen by the physician once a 
day, and the application of silver nitrate is made 
by the physician. The nurse is carefully in- 
structed as to irrigation and application of argy- 
rol, but she is not allowed to swab the eyes at all. 

Doctor Begle brought out the point of disci- 
pline. That is the keynote of the whole situa- 
tion—a good nurse that will stick to the job. I 
usually put it up to the nurse that whether the 
child sees or not depends upon her—that the 
physician can prescribe the treatment, but she 
must carry it out. They usually come through 
like good soldiers, and I think the good results 
we have had have been entirely dependent upon 
the nurses. 

Doctor Cady brought out the point of the in- 
stillation of argyrol for two or three days after 
the preliminary instillation of silver nitrate. I 
have often thought that might be a very good 
thing, especially where the physician knows there 
is an infection present in the mother. 

Doctor Bentley emphasized the serious results 
that can come from too strenuous and frequent 
treatment. When I first started in ophthalmic 
work in 1910 I was of the opinion that none of 
these cases could be treated too frequently. Some- 
times I prescribed fifteen-minute treatments. 
But I soon saw that was dangerous, that the re- 
sults were not so good, and that the thing to do 
was to have the eyes irrigated only as frequently 
as was necessary to keep them free from pus. 
If the nurse goes to treat the eye and there is 
no pus she does not irritate, but applies argyrol; 
if pus is there the irrigates. But the eyes are 
irrigated no more than is absolutely necessary to 
keep them free from pus. We have decided that 
hourly instillation of argyrol is often enough, 
and yet not too frequent to interfere with the 
child’s welfare and nutrition. I think treatment 
every ten minutes is bad business. The child 


is constantly disturbed and I think its resistance 
is lowered. 





THE PRESENT STATUS OF THE SUR- 
GICAL TREATMENT OF UTERINE 
PROLAPSE* 





FRANK C. WITTER, M. D., F. A. C. S. 
DETROIT, MICH. 


To the medical man in general practice 
uterine prolapse presents two methods of treat- 
ment, viz: 

(a) Local or palliative. 

(b) Surgical. 

If he chooses the former he treats the condi- 
tion himself, while in the latter case he refers 
the patient either to the general surgeon or to 





*Read before Section on Gynecology, M. S. M. S., Flint, 
June, 1922. 
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the gynecologist. As the family physician is 
usually the one originally consulted by the 
patient the percentage of cases referred for 
surgical treatment depends upon the results he 
has observed. Consequently the duty devolves 
upon the surgeon to keep abreast of the im- 
provements in technic that he may be able to 
convince the general man that the surgical pro- 
cedure is safe and offers the greatest ex- 
pectancy of cure. Much has been written dur- 
‘ing recent years regarding the surgical treat- 
ment of this condition chiefly, I suppose, be- 
cause the earlier technic was not eminently sat- 
isfactory inasmuch as the correct basis for pro- 
cedure was not always recognized. 

It is not my intention in this paper to set 
forth any new method for operation but rather 
to review and bring before you some of the 
more recent procedures that have given good 
results. There is one method of surgical pro- 
cedure applicable to all cases for reasons that 
are obvious. 

Roughly we may class the sufferers from 
prolapse into two classes: 


1. Those who have borne children. 
2. Those who have not. 


On first examination we may. be apt to con- 
sider the pathology to be the same in either case, 
but in reality it is not. 

Wilcox (No. 1) recognizes two types of 
women in whom prolapse occurs from variable 
causes : 


1. The hard working woman who has borne 
many children and has had to do hard “manual 
labor” requiring much straining effort. This 
results in an increase of intra-abdominal pres- 
sure aided by the pressure of the diaphragm 
and abdominal muscles crowding down the pel- 
vic viscera through a badly lacerated and neg- 
lected perineum. 


2. The second type, the “easy livers” of a 
higher plane of social life who are more or 
less indolent and who wax fat as they approach 
the age of 40, and in their efforts to maintain 
their youthful figures they lace their abdomens 
very tightly crowding the pelvic viscera down, 
as there is no chance for it to go up. 


Without going into minute detail of the sup- 
porting structures of the pelvic viscera it is gen- 
erally conceded that the round, the broad and 
the sacro-uterine ligaments, together with the 
folds of peritoneum formed by reflextion over 
the bladder and fundus, aid in maintaining the 
correct position from above. Below we have 
the various planes of fascia and muscle sup- 
port which bear their portion of the duty in 
holding the pelvic structures in place. If we 
will remember that the supporting floor is con- 
cave from above downward, that it is weakened 
where the triangular ligament is pierced by the 
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vaginal and urthral canals even though it is 
strengthened on its upper and lower aspects by 
fascia which unite with the sheath of the levator 
ani muscle. : 

This fascial plane blends with the fascial 
sheath of the vagina. Always there is ‘a thin- 
ning out and separation of the fibers of the lev- 
ator ani muscle even though there is no super- 
ficial tear existing. This is accompanied by a 
stretching of the sacral, the cardinal, and the 
round ligaments by the travel of the uterus it- 
self. If we can picture the floor as being 
stretched and torn by the passage of the child 
we can readily see why the vocation, social 
status, etc., results in so many cases of prolapse. 

Spaulding, A. F., (No. 2) studied the pelvic, 
fascial and muscle structures from frozen sec- 
tions at various planes through the pelvis. He 
quotes Halban & Tandlers classification of 
fascial rupture as follows: 

1. The pelvic fascia may rupture immediately 


behind the symphysis giving rise to a sliding 
cystocele and urethrocele. 

2. It may rupture between the cervix and 
bladder resulting in a prolapse of the uterus. 


38. It may rupture between the cervix and 
rectum with resultant rectocele and uterine pro- 
lapse. 


In the second classification of cases, namely, 
those who have not borne children, or as it is 
sometimes incorrectly called, “Congenital Pro- 
lapse.” There is an unusually deep pouch of 
Douglas, due to faulty development of the 
posterior segment of the pelvic floor. This con- 
dition, coupled with an increased intra-abdom- 
inal pressure, gradually results in a retroposi- 
tion of the uterus and later a herniation through 
the vagina. 

Frank (No. 4) in 1917 published a very com- 
prehensive article on the study of the anatomy | 
pathology and treatment of prolapse, rectocele 
and cystocele from which he draws the follow- 
ing conclusions: 


(a) With very few exceptions anterior and 
posterior colporrhaphy combined with either the 
Alexander operation or a ventro-fixation are ap- 
plicable to all cases of prolapse, or cystocele, 
rectocele, and retroversion both during and after 
the child bearing period. 

(b) To obtain the proper dimension of the 
reconstructed canal however requires consider- 
able experience and proficiency in operating. 

(c) Only in a few cases where the general 
condition of the patient is precarious must the 
interposition operation of the uterus or vaginal 
hysterectomy be given the preference because of 
the shorter time necessary in their execution. 


Bell, W. B., (No. 5) gives the classification 
which includes the degree of descent. 


(a) So called ‘‘Congenital Prolapse” as dis- 
tinguished from congenital hypertrophy of the 
cervix. 


(b) 


Puerperal retroversion and flexion with 


slight actual or with potential descent. 
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(c) 
(d) 


1. During reproduction period. 
2. After reproduction period. 


Surgical treatment of these various condi- 
tions has been divided into three main divisions, 
each division having its staunch supporters. 


1. Operations by the vaginal route with or 
without complete or partial hysterectomy. 

2. Abdominal procedure with or without 
partial or complete hysterectomy. 

3. Combined abdominal and vaginal pro- 
cedure with or without complete or partial 
hysterectomy. 


It was stated earlier in this paper that no 
one operation was applicable in all cases, yet 
there are many cases that may be cured by al- 
most any method. The greatest percentage of 
cures in all types are obtained by those surgeons 
who make a close study of each individual case 
and adapt the surgery best suited to that indi- 
vidual. 


Vaginal prolapse. 
Prolapse of uterus and vagina. 


VAGINAL OPERATION WITHOUT 
HYSTERECTOMY 

Class 1. (a) Watkins (No. 6) describes 
the so-called interposition operation to relieve 
cystocele and prolapse. This is carried out by 
dissecting the bladder free from the anterior 
uterine wall, having previously dissected the 
vaginal mucous membrane and fascia from the 
bladder. The bladder is then pushed up under 
the pubic arch, the peritoneal reflexion opened 
as for a vaginal hystectomy and the fundus de- 
livered. The vaginal flaps composed of mucous 
membrane and fascia are then trimmed the de- 
sired amount. The bladder now rests on the 
upper and posterior surface of the fundus. 
_The flaps are then united and anchored at the 
same time to the anterior fundus. If the cervix 
is long with a patulous and badly torn, it can 
be amputated. If the woman is in the child 
bearing stage the tubes can be cut off by a 
wedge shaped incision into the cornua and em- 
bedded in the wall at a lower level while the 
fundus is delivered. The operation is com- 
pleted by an extensive perineorrhaphy carrying 
the repair of the levators well up toward the 
pubic arch so that the cervix rests well back. 
The round or broad ligaments can be utilized 
as a sling on the anterior cervical wall if it is 
found necessary. 


He summarizes as follows: Wide incision, 
anterior to the cervix, free separation of the 
herniated bladder, closure of the hernial open- 
ing by circular sutures, restoration and fixation 
of urethrocele and perineorrhaphy are essential 
features of the operation. Amputation of the 
cervix, trachelorrhaphy, plastic surery on the 
broad liaments and vaginal fixation of the round 
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ligaments are adjuncts which can be utilized as 
necessary. 


A modification of this operation is offered 
by Johnson & Phaneuf (No. 7) in that they 
use three silkworm gut sutures anchoring the 
vaginal fascia and mucosa to the anterior 
uterine wall and leave them in position for a 
month. Interrupted catgut sutures are used for 
the:balance of the closure. 


Jellet’s method of transplanting per vaginum 
the sacro uterine ligaments tc the anterior wall 
of the uterus has not met with much favor be- 
cause of the frequent formation of post-opera- 
tive hematomata. 

VAGINAL ROUTE WITH COMPLETE 
HYSTERECTOMY 

(b) Goffee advocated this method, which 
consists of a vaginal hysterectomy with sutur- 
ing the stumps of the broad ligaments together 
and suspending the bladder by sutures to the 
round and broad ligaments. A perineorrhaphy 
when necessary completes the operation. 


Bissell (No. 8) reports a vaginal hysterec- 
tomy technic when the removal of the uterus is 
necessitated, also a technic requiring cervical 
amputation only. Either one has for its basis 
of retaining the pelvic contents a method of 
fescial lapping upon which’ he claims the suc- 
cess of all operations for cystocele or prolapse 
depends. In repair of tke cystocele and recto- 
cele the vaginal mucosa is separated from the 
bladder or rectum as the case may be. In re- 
pairing the cystocele after the mucosa and 
fascia are separated as one from the bladder, 
it is split from the cervix in the median line 
reaching upward well toward the urehtra. Sep- 
aration is carried out laterally and the bladder 
pushed well up. The vaginal mucosa is then 
denuded in a strip about one-half to three- 
quarters inch in width along the cut surface of 
one of the flaps. The other flap is then made 
to override the denuded area, thus making when 
completely sutured a double thickness of fascia 
in this central area. The same technic is car- 
ried out in the repair of the rectocele. 


Cameron, S. J., (No. 9) believes in treating 
all cases of prolapse by the vaginal route. His 
operation is especially adaptable to frail elderly 
patients. This is carried out by making a cir- 
cular incision around the cervix. The vaginal 
mucous membrane is then reflected upward for 
a short distance. The portion of the cervix be- 
low the level of the circular incision is then 
amputated and the stump seized with a vulsel- 
lum forcep. The usual perineorrhaphy incision 
is then made and the stump of the cervix is 
grafted to the raw surface of the posterior 
vaginal wall and held in place by several sut- 
ures. The levator ani muscles are then approx- 
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imated in the mid line with catgut. The ex- 
ternal perineum is closed with silkworm gut. 

At the time of his report in 1921 he had car- 
ried out this procedure in 24 cases with one 
failure. 

Against this operation are the possibilities of 
pyometra, blocking up of all the uterine dis- 
charge, and inability to later examine the in- 
terior for carcinoma, etc. 

In women who have borne several children 
and are approaching the menopause he advo- 
cates the interposition operation with steriliza- 
tion. In young women he advises Fothergill’s 
operation, which is an anterior colporrhaphy 
combined with a snug perineorrhaphy and am- 
putation of the cervix. 

Soler, Julia, (No. 10) believes that abdominal 
hysterectomy should bé discarded as a method 
of treating uterine prolapse. 

1. In young women treatment by extra- 
abdominal shortening of the round ligaments 
with reconstruction of the vaginal wall and per- 
ineum. If intra-pelvic adnexal complications 
present, intra-abdominal shortening should be 
performed. 

2. Women at menopause with adnexal com- 
plications should be treated by vaginal hysterec- 
tomy and plastic vaginal operations. 

Spaulding (No. 11) does a subtotal vaginal 
hysterectomy which depends for its success on 
the attachment to the cervical stump, the sacro- 
uterine, broad and round ligaments, the round 
ligaments being drawn through the cervical 
canal and sutured to the raw under surface of 
the amputated cervix before closing the vaginal 
flaps. He points out that the important factor 
in support lies in the supporting the cervix, 
which becomes so fixed in scar tissue that it 
can not be brought down with instruments by 
vaginal examination. 

His claims in favor of the operation are: 


1. The technic is less dangerous and more 
effective than, total hysterectomy. 


2. It preserves the invaluable paracervical 
and fascial ligaments. 


3. It avoids danger of hemorrhage, slough- 
ing and fistula formation. 


In all vaginal operations dealing with the 
bladder, care should be exercised to completely 
free this structure so that no tension remains 
sufficient to cause pocketing. Should this occur 
it results in an incomplete emptying of the 
bladder, decomposition of the urine and chronic 
cystitis. Should the ureters become kinked or 
partially obstructed a back pressure on the kid- 
neys results which in turn gives rise to an in- 
crease in blood nitrogen and symptoms of 
uremia. 


It is well to bear in mind when trimming or 
lapping the vaginal flaps care should be exer- 
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cised, otherwise a too closely trimmed or too 
widely lapped surface will cause a pulling for- 
ward of the cervix under the symphysis. This 
results in the structure presenting at the intro- 
itus. Should this occur amputation of the cer- 
vix, which was not previously intended, becomes 
a necessity. 


In cases of vaginal prolapse alone vaginal 
work is sufficient. 
THE ABDOMINAL ROUTE WITHOUT 
HYSTERECTOMY 
Class 2. Under this heading will fall those 
cases with only slight descensus as well as the 
so-called “Congenital Prolapse.” 


Bell, W. G., employs an original method of 
reconstructing the peritoneal portion of the pos- 
terior segment of the pelvic floor by splinting 
and approximating the sacro-uterine ligaments 
in the median line posterior to the uterus. This 
closes the pouch of Douglas at this level. He 
further supplements this operation with a mod- 
ified Gilliam procedure. 

COMBINED VAGINAL AND ABDOMINAL ROUTE 
WITH OR WITHOUT COMPLETE OR 
PARTIAL HYSTERECTOMY 

Class 3. Collins (No. 12) advances a method 
which he thinks especially adaptable in old pa- 
tients who have a very marked descensus. This 
operation is preceded by an anterior colpor- 
rhaphy if the cystocele does not disappear on 
pushing the uterus as high in the pelvis as it will 
go. A transverse suprapubic incision is then 
made down through the anterior sheath of the 
decti muscles. The structures overlying the 
sheath are then crowded up and a second trans- 
verse incision is made through the sheath one- 
quarter inch higher up. This leaves a trans- 
verse ribbon of the sheath one-quarter inch 
wide with normal attachments at each end. The 
recti muscles are then separated in the median 
line and the peritoneum opened. A supra- 
vaginal amputation is done, cutting through the 
cervix in such a manner as to remove a trans- 
verse wedge. This gives an anterior and pos- 
terior lip to the cervix. ‘The stumps of the 
broad and round ligaments which are ligated 
en masse are then sutured to the posterior sur- 
face of the cervix and to each other. The trans- 
verse ribbon of recti fascia is then brought into 
the groove in the cervix and the flaps of cervix 
united over it. The peritoneum and muscles are 
then sutured around the cervix and the edges 
of the aponeurosis over the cervix. The sutur- 
ing of the fatty layer of skin completes the 
operation. 


He makes no mention of having a perineor- 
rhaphy precede the abdominal work, but ad- 
vises treating the cervical canal with carbolic 
acid and alcohol to avoid infection. 


Young (No. 13) is a firm believer of the 
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value of the sacro-uterine ligaments, in return- 
ing the cervix to its normal position. He de- 
fends his argument by quoting the occurrence 
of retroversion and descensus in women who 
have never borne children and therefore have 
never had the muscle separation and fascial 
tears incident to childbirth. 

He frequently uses a second stage operation, 
performing a dilatation and curettage is neces- 
sary, repair of cervix and perineum, as well as 
anterior colporrhaphy at one sitting. At the 
second operation, a week or so later, he shortens 
the sacro-uterine ligaments after a manner de- 
vised by himself. This is followed by shorten- 
ing the round ligaments ii necessary. He 
shortens the sacro-uterine ligaments to keep the 
cervix well up and back of the sacral promon- 
tory while the shortened round ligaments hold 
the fundus forward and down. He repairs the 
pelvic floor, including fascial and muscular 
structures, giving it the necessary support from 
beneath. His treatment of this condition ap- 
pears very logical and in his hands gives good 
results. ie 

Freeman utilizes a strip of fascia lata about 
three-quarters inch wide by six inches long ob- 
tained at the beginning of the operation from 
the thigh and stored in moist gauze until needed. 
After opening the abdomen he plunges a sharp 
pair of uterine pointed forceps through the 
uterine fundus from side to side, avoiding the 
uterine cavity. He then pulls the strip of fascia 
lata folded lengthwise on itself through this 
tunnel so that the center of.the strip comes to 
rest at about the center of the tunnel. The two 
ends are brought up through the tendonous 
portion of the rectus muscle, one on either side 
of the median line, emerging beneath the an- 
terior fascial sheath, which has previously been 
turned back somewhat. A half knot is made 
with the two ends and the fascial strip held in 
place b several catgut sutures. Catgut sutures 
also hold the strip in the uterine wall. 

In women of child bearing age the necessity 
arises for sterilization. He adds that all neces- 
sary vaginal repair work should be carried out 
as usual. The advantages claimed are: 

1. Lower mortality rate. 

2. It is more easily performed. 

3. There is less stretch to the fascial strip 
than in normal ligaments. 

4. Less danger of infection than where the 
uterus or cervical strip is buried in the abdom- 
inal wall. 

No recurrence in the 11 cases up to the time 
of this report. 

Garcia de le Serrena (No. 14) makes a broad 
statement when he says that a plastic operation 
on the anterior and posterior vaginal wall is 
seldom necessary. He makes an eight-inch ab- 
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dominal med. incision, pierces the fascia muscle 
and peritoneum with a pointed wire 3 c. m. 
above the pubic bone. This passes under the. 
round ligament and tube, pierces the posterior 
fundus laterally and passes under the tube and 
ligament on the opposite side, and then again 
pierces the abdominal wall from within out- 
wards and the two ends are then twisted to- 
gether. In multipara he ties off the tubes, but 
he states that should women become pregnant 
a small incision could be made in the abdominal 
wall and the wire removed. 

Mathes (No. 15) believes that the bladder is 
the most important factor after injury to the 
birth canal in producing prolapse by pressure on 
the surrounding part. While prolapse in the 
virgin finds its explanation in the pressure 
caused by the intestinal loops thrusting them- 
selves into the abnormally deep culdesac, crowd- 
ing the uterus before them. He attributes this 
deep sac to an arrest in development and a con- 
genital variation associated with other signs of 
defective or arrested growth. Consequently he 
believes that operative methods to correct the 
supports of the uterus or to strengthen the but- 
tress of the bladder are inadequate. He now 
advocates a modification of the interposition 
operation. . 

If we review the statistics of some of the 
larger clinics we may get some conception of the 
results obtained. 

Bell, W. G., who has been previously quoted, 
reports from 400 cases up to the time his paper 
was prepared in 1920, with a result claimed of 
99 per cent of cures, .5 of 1 per cent mortality 
rate. Surely this is a good result. Bell is a be- 
liever of combined abdominal and vaginal pro- 
cedure. He also firmly believes in reconstruc- 
tion of the posterior segment of the pelvic floor 
by the abdominal route. 

Wilcox (No. 16) is a firm supporter of hys- 
terectomy in those patients approaching or past 
menopause. In a series of 156 cases collected 
up to the time of his report, 63 of whom under- 
went a total hystectomy with one death, 93 had 
a supravaginal hysterectomy with one death. 
He advises keeping the patient 14 days in bed 
and 20 days in the hospital. His average time 
for operation was 50 minutes. 

Cameron’s (No. 17) statistics for the five 
years preceding 1921, in which he employed his 
own operation previously described, 292 cases 
with no mortality and no recurrences that have 
been reported. In 136 cases in which he em- 
ployed the interposition operation there was no 
mortality and one recurrence. 

The question of advisability of sterilizing a 
woman of child bearing age who is approaching 
the menopause in order to carry out some fa- 
vorite operation is one that will not reach the 
approval of most operators. Some feel justi- 
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fied in sterilizing a patient to carry out the in- 
terposition operation, while others would aban- 
don this procedure for an operation that would 
permit a subsequent pregnancy. These are 
questions that will always be raised and can 
only be decided by the individual surgeon. The 
ultimate results depend upon his skill and judg- 
ment in choosing a suitable operation. 


Many times the question of sterilization is not 
left to the surgeon and he is required to utilize 
a method of surgery perhaps that he would not 
use had it been left to his own choice.. Another 
group of cases present themselves where a 
special type of operation seems best adapted. 
This refers to women with a large pendulous 
abdomen, with flabby walls, and severe lacera- 
tions of the perineum, a large heavy uterus, and 
complete or almost complete descensus. In 
women of this type a combined vaginal and 
abdominal method, utilizing the rebuilding of 
the posterior segment of the pelvic floor after 
the manner of Bell, possibly with supravaginal 
amputation and thorough anterior colporrhaphy 
and perineorrhaphy, will give good results. 
This procedure requires careful attachment of 
the broad and round ligaments to the cervical 
stump in order that there will not be later 
stretching out of these structures. 

In young women in the child bearing period 
Bell’s operation or some modification, does not 
prohibit future impregnation. In healthy 
women of spare build with relaxed outlet and 
partial or complete descensus with a uterus that 
is not greatly enlarged, the interposition opera- 
tion or some of its modifications can be always 
relied upon if properly performed. 

I can see no reason to employ fascial bands, 
wire, or other foreign substances to support a 
heavy uterus. Many of these patients are im- 
proved after operation with a well fitting ab- 
dominal support. It is needless to say that pa- 
tients having ulecrated or excoriated surfaces or 
an exposed uterus that these must be thor- 
oughly healed before surgical measures are 
begun. 

It is my opinion that if the surgeon will make 
himself conversant with the various methods of 
treating prolapse surgically and adapt the 
method to the patient rather than the patient 
to the method he will ultimately obtain a more 
nearly perfect surgical record. 
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DISCUSSION 


DR. H. H. CUMMINGS, Ann Arbor: Dr. Witter 
has brought before us the various operative pro- 
cedures used in these cases that we are constantly 
meeting. Of course, he has only touched on the sub- 
ject. As you know, when you go into the subject of 
the round ligament or retroversion operation you 
will find many different methods. I regret that he 
did not say more about the Watkins operation. Ifa 
woman does not wish to be sterilized the Watkins 
has no place, but near the menopause the inter-posi- 
tion operation gives excellent results, and I think it 
will grow in popularity because it does accomplish 
the results. I think a few technical difficulties are 
holding it back. One, the difficulty the fixing the 
uterus, the sutures being placed on the anterior in- 
stead of the posterior when the wall is actually un- 
fastened. The sterilization can be carried out quite 
easily, except when the uterus is large and contains 
nodules. For two years I have been trying the 
fascia pleating. This looks easy in the picture, but 
it is sometimes difficult to dissect out the fascia. 
You can with care get good supporting structures 
on the sides, and by bringing them together and 
overlapping can hold up cystocele in a very satis- 
factory manner, 


After trying various round ligament operations, I 
try in most cases to use the ordinary technic of go- 
ing through the rectus muscle under the fascia, 
coming out with the hemostat under the round ring, 
grasping the ligament and retracting. I think. that 
gives us anatomically a good operation, because you 
cannot get the various complications that you see 
so often after other operations, and whether you 
bring it up through the fascia or suture it under the 
fascia makes little difference. I think the percent- 
age of cures are rather high in this operation. 


DR. RUEBEN PETERSON, Ann Arbor: I think 
Dr. Witter has given us a very fine resume of the 
various operations used for uterine prolapse. I 
agree with Dr. Cummings in regard to the inter- 
position operation. Before the use of that operation 
in the clinic we got many failures, a cystocele and 
rectocele and the prolapse returned. Since employ- 
ing this method in a good many hundred cases we 
have had very few recurrences. There are difficul- 
ties, but they are easily overcome. One should not 
go too far to the side in dissecting off the bladder 
flap, as Dr. Witter pointed out. If you do, you get 
bleeding and in many instances a hematoma forms. 


Another little trick that has helped us after the 
vaginal flap has been dissected away is to take the 
ordinary forceps and lift up the bladder and then 
cut between the bladder and uterus with the scissors. 
This avoids getting too near the uterus and having 
to push up the bladder. This has been very helpful 
to us in stripping up the bladder. We have been 
trying in all the flap operations to overlap the 
pelvic fascia. In many cases it helps and increases 
the efficiency of the interposition operation. In 
young women we sometimes combine the vaginal 
operation with the abdominal and vice versa. Very 
rarely are we called upon to do the abdominal opera- 
tion with the interposition operation. That opera- 
tion will take care of the prolapse and that is of es- 
pecial advantage in fat women. They will not sub- 
mit to an operation if it entails a laparotomy, but 
if you can do it ll from below they are willing to be 
operated. 

One word in regard to sterilization. In a woman 
near the menopause who has not conceived for ten 
or twelve years, I think it is possible to take a 
chance, even if she is still menstruating, because 
she probably will not conceive. In the case of a 
young woman there may be cases where they will 
request that they be sterilized. That brings up a 
subject that it would be well for this Section to dis- 
cuss. Just because a woman wants to be sterilized 
have we the right to do it? Also, in the cases of 
women who are not mentally competent have we 
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this right? This has been brought to my attention 
recently by a woman in the Psychopathic Hospital. 
She had two or three children and Dr. Barrett 
thought she should be sterilized and asked me to 
perform the operation. I did so at his request with- 
out any responsibility, although I pointed out that 
circumstances might arise where it might be very 
embarrassing. This has resulted in this case. This 
woman recovered from the cornual resection of the 
tubes and was thoroughly sterilized. She went to 
work and I recently had a letter stating that she 
wished to be unsterilized. That is just the point. 
This woman was in the Psychopathic Hospital and 
because of that her mental responsibility was open 
to question. Permission for the operation was given 
by her husband and it was performed at the request 
of Dr. Barrett. Now she wants to remarry. She 
says she has entirely recovered mentally and she 
will not remarry until her tubes have been placed in 
position so that she can bear children. This is im- 
portant for it brings up the whole question of ster- 
ilization in young women. They request steriliza- 
tion and then afterwards change their minds and 
ask to be unsterilized. If the woman is competent 
mentally and sterilization has been performed on 
pathologic grounds we cannot be held responsible. 
If not, what right have we to sterilize her when she 
is in that condition’ She may recover, as this 
woman claims she has, and want to be unsterilized, 
and may say, “You should have thought of that 
when you took advantage of my inability to consent 
to an operation.’’ There are many questions in con- 
nection with sterilization that I think it behooves 
the profession to consider carefully. This operation 
is being done 500 per cent more often than ever be- 
fore because we know that we can absolutely 
sterilize a woman by the cornual resection, but one 
should be sure of his ground before doing the opera- 
tion. ° 


DR. BERNARD FRIEDLANDER, Detroit: In a 
new operation for uterine prolapse a circular in- 
cision is made around the cervix and about 2 cm. 
of the vaginal mucosa is bluntly separated from it. 
A posterior colpoceliotomy is performed. The in- 
cision is extended along the posterior vaginal wall, 
far enough down if a perineorrhaphy is indicated. 
The bladder’ is not disturbed. The corpus uteri is 
rolled out in such a way that the posterior wall is 
visible. 

Through the thin portion of the broad ligament 
a curved pressure forceps is thrust from behind for- 
ward. The forceps enter just under the _ utero- 
ovarian ligament and come out between the fallopian 
tube and the round ligament. The round ligament 
is then grasped and drawn through the broad liga- 
ment. The round ligament of the other side is then 
drawn back of the uterus in the same way (Webster- 
Baldy technic). The ligaments are grasped far 
enough away from the uterine horn on either side 
to get a fairly long loop. The two forceps are tem- 
porarily held by an assistant. The upper part of 
the celiotomy incision is closed now, otherwise the 
cervix which is pulled high up by the round liga- 
ments might make it inaccessible. 

The forceps holding the round ligaments are now 
pulled forward very slowly. The loops of the round 
ligaments will be seen on either side of the cervix 
and are united by two catgut sutures in front of the 
cervix and to the cervix by another suture. The 
anterior flap is sutured over the loops and covers 
them completely. ; 

The remainder of the celiotomy incision is closed 
with number two chromic catgut threaded in a 
large needle catching the levator ani muscle and 
sacro-uterine ligaments at the same time. A peri- 
neorrhaphy and anterior colporrhaphy may be per- 
formed if found advisable. If incontinence of urine 
is present the pyramidalis-fascia-operation may be 
done. 

Advantages of this operation are: It can be car- 
ried out in an old woman without hesitation. It is 
less dangerous than the Webster-Baldy operation, as 
the abdomen does not need to be opened. It is more 
effective than the Webster-Baldy operation on ac- 
count of the round ligament loops forming a ham- 
mock for the uterus and suspending it properly. 
The uterus remains permanently in an anti-flexed 
position and raises the cervix high up. The deep 
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pouch of Douglas is flattened out by bringing the 
sacro-uterine ligaments together and the vaginal 
vault is considerably narrowed by uniting the levator 
ani muscles. The whole operation is done through 
the same incision. This operation is not recom- 
mended in women during the child-bearing period, 
but as many cases come to our notice after meno- 
pause the procedure is applicable in a great major- 
ity of the cases. 


DR. F. C. WITTER, Detroit, (closing): I do not 
know of anything I can add. Dr. Peterson’s re- 
marks about the sterilization bring out a good argu- 
ment. If you wish not to sterilize and the patient 
wishes you to do so, which is frequently the case 
where women have borne several children, there is 
much to be considered. Suppose the husband dies 
and they want to remarry. They may not have a 
chance to do so if they are sterilized. Recently I 
refused to sterilize a woman and she was aggravated 
with me and also the husband. Next time I will 
propose that argument—that perhaps the husband 
will not live. 

There are several modifications of the Watkins’ 
operation. I did not go into detail except to bring 
out the little points, but the thing in all vaginal 
operations on the bladder is to be careful about 
bleeding points and get the bladder well freed. I do 
not think it is necessary to put in two or three silk- 
worm sutures in the anterior part of the fundus 
and leave them in for a month. I have never found 
that necessary, and believe catgut sutures will hold 
t as well. Dr. Bell’s procedure appeals to me, par- 
-icularly in cases where there is a marked retrocele. 
Reconstructing the posterior segment of the pelvic 
floor, doing away with the pouch of Douglas and 
with the downward pressure sliding them too. 





THE METHOD OF TREATMENT OF 
PYLORIC STENOSIS AT THE 
UNIVERSITY OF MICHI- 

GAN HOSPITAL* 


LYNNE A. HOAG, M. D. 
ANN ARBOR, MICH. 


The discussion of the treatment of pyloric 
stenosis and of pyloric spasm occupies a prom- 
inent place in pediatric literature at present be- 
cause of the enthusiastic advocation of medi- 
cal, as opposed to surgical treatment. The 
recognition of the fact that the great majority 
of cases of pyloric stasis can be successfully 
treated by careful and painstaking medical care, 
makes unnecessary any apologies for further 
consideration of the underlying principles. 

I shall not attempt to discuss whether pyloric 
stenosis is a congenital condition pese, or 
whether it is a secondary muscular hypertrophy 
induced by primary spasm of the pyloric 
sphincter. Even though we might not care to 
admit that the final thickened pyloric ring is 
caused solely as the result of spasm, we must 
recognize the fact that the symptoms are con- 
tributed to largely by this hyperirritability. 
This has been conclusively demonstrated in 
cases which were treated medically, resulting 
in clinical cures, but which later came to autopsy 
because of intercurrent infections, and showed 
the markedly enlarged pyloric ring still present. 


*Read in Section of Pediatrics, M. 
June, 


1922. 
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Also because of the immediate improvement 
which is usual when careful treatment is di- 
rected toward the spasm, we must admit that in 
a large proportion of cases true hypertrophy 
does not account for the entire clinical picture, 
because hypertrophy cannot be caused to dis- 
appear in twenty-four to forty-eight hours. We 
believe then that in every case of obstruction 
at the pyloric end of the stomach there is spasm, 
either alone, or associated with true hyper- 
trophy of the circular muscle fibers. The 
clinical differentiation between pure spasm and 
true stenosis consists essentially in the demon- 
stration of a permanent tumor mass in the lat- 
ter condition. 


Before we can adequately consider the treat- 
ment we must discuss some of the factors which 
influence the rate at which food leaves the stom- 
ach. The statement has been made by many 
physiologists that peristaltic waves do not pass 
over into the duodenum following their prog- 
ression across the stomach from cardia to an- 
trum, but are interrupted at the pyloric ring. 
This has apparently been disproved by Wheelon 
and Thomas in St. Louis. They have shown 
experimentally in dogs that the duodenal con- 
tractions follow those in the pyloric antrum and 
sphincter in the same way that peristaltic waves 
pass down the lower segments of the intestine 
in comformity to the “law of the intestine.” 
At first glance this might seem to contradict 
the work of Pawlow and Cannon. They were 
able to show in animals with fistulas leading 
into the pyloric antrum that the introduction of 
substances possessing a certain optimum acidity 
stimulated the opening of the pylorus, and al- 
kalis introduced in a similar manner delayed 
this opening. On the other hand, acid intro- 
duced into the duodenum through a fistula 
caused a reflex closure of the pyloric sphincter, 
the duration of which depended upon the time 
required for the duodenal contents to again be- 
come alkaline. The introduction of alkali into 
the duodenum did not cause pyloric closure. 

Cowie and Lyon in this clinic demonstrated 
that these findings based on animal work are 
applicable to infants. By introducing measured 
amounts of formula through a tube into the 
stomach of a normal infant, then recovering 
the gastric contents after definite intervals, they 
were able to determine the normal rate of 
emptying. By adding acid to the same for- 
mula, the rate of emptying was much delayed 
because of the longer time required to neutral- 
ize the overacidity developed in the duodenum. 
This phenomenon was called the sustained 
duodenal closing reflex. When alkali was 


added to the same formula before introducing it 
into the stomach, the emptying rate was also 
delayed, due in this case to the increased length 
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of time required for the contents of the pyloric 
antrum to reach the optimum acidity which re- 
sulted in the opening of the pylorus. This is 
spoken of as the delayed pyloric opening re- 
flex. It seems reasonable to believe that a 
chemical control of the pylorus of the nature 
outlined above must be operative, in addition to 
the rhythmic passage of peristaltic waves re- 
cently emphasized by Wheelon and Thomas be- 
cause, as can be seen while following a bis- 
muth meal fluroscopically, every peristaltic 
wave which bombards the pylorus does not re- 
sult in the passage of stomach contents into 
the duodenum. 


Cannon has also shown by fluroscopic exam- 
ination of cats which had been fed bismuth 
meals that the emptying time also depended 
upon the nature of the ingested food. Pure 
carbohydrate leaves the stomach comparatively 
rapidly because it cannot bind the acid, so the 
contents reach the optimum acidity quickly. 
Protein, because of its power of binding acid, 
stays in the stomach longer before the proper 
degree of acidity is reached. Fat is the slowest 
of all to leave the stomach as shown by Cowie 
and Munson on infants. It is credited with in- 
hibiting the secretion of gastric juice, thus 
causing a slow production of the optimum 
acidity. 

The presence of large masses of food ele- 
ments, such as tough protein curds, is also sup- 
posed to delay gastric evacuation. 


Thus far only local factors have been dis- 
cussed, and the extrinsic nerve supply of the 
stomach and duodenum have not been consid- 
ered. The vagus nerves carry chiefly aug- 
mentor fibers to the intestinal tract, and stimu- 
lation of these nerves generally results in in- 
creased tonus and contractions, affecting the 
pyloric sphincter as well as other regions of the 
musculature. It is a clinical fact that pyloric 
spasm is much more liable to occur in so-called 
“hypertonic” infants, this term being applied 
to those babies showing increased general tonus, 
overactivity, restlessness, a tendency toward 
regurgitation, and certain vasomotor pheno- 
mena, such as flushing, cold hands and feet. 
This vagotonic spasm of the pyloric sphincter 
undoubtedly plays an important part in the 
slowed gastric evacuation. 

The medical treatment of pyloric stenosis 
should be based on the practical application of 
the above principles. It is aimed at the spasm 
and not at the thickened pylorus, although the 
symptoms have been relieved in all cases tried, 
even though the thickened muscle ring may 
have persisted long after the disappearance of 
clinical symptoms. 

If the infant is breast-fed it has been con- 
sidered best to maintain this type of feeding if 
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the supply is regular and of good quality, even 
though the results are not usually so striking 
as in artificially fed babies. When using a 
formula it must be remembered that fat leaves 
the stomach slowly, so skimmed milk or whey 
are preferable to whole milk dilutions. It is 
also essential to present the protein in a form 
which will not result in large tough curds when 
acted upon in the stomach by rennin. Four 
grains of sodium citrate to each ounce of milk 
prevents the formation of large casein curds, 
but when given over a long period of time it has 
been noticed by Dr. Cowie to have an un- 
favorable effect upon the weight curve.’ Pro- 
tein or albumin milk may be used by starting 
with skimmed milk instead of whole milk and 
thus avoiding the incorporaton of the relatively 
high fat. Whey contains lactalbumin which 
is not coagulated by rennin. Acidified milk, 
or buttermilk, with added sugar, furnishes a 
finely coagulated protein in the form of casein 
lactate. Perhaps the most available way of 
securing finely coagulated protein in the stom- 
ach is to use diluted skimmed milk which has 
been boiled for five minutes over an open flame. 
To this may be added a sugar, and about 3 per 
cent of cereal, the latter because of its protec- 
tive colloid action. The amount of sugar, milk 
and water is calculated as for a normal infant 
of the same age and weight (using the method 
to be outlined by Dr. Cowie in his paper). 

The thick cereal feeding recommended by 
Sauer is not routinely used in this clinic. It 
is frequently difficult to make the patients take 
this semi-solid food, and it is so deficient in 
water that unless the infant is given rectal or 
parenteral fluid he is liable to show symptoms 
of anhydremia. Also the simplicity of the 
method is liable to make the clinician neglect 
other very important physiologic principles. 

Frequently the formula is much better re- 
tained when given in small amounts at frequent 
intervals. As an example, a vomiting infant 
will retain one ounce every hour much better 
than three ounces every three hours. 


Stomach washing is of the greatest import- 
ance. When performed just before a feeding 
it removes the residue left from the preceding 
meal and washes out any excess of acid which 
may have accumulated and which might be 
causing a sustained duodenal closing reflex of 
the pylorus. It also affords a very good op- 
portunity to secure gastric contents for analysis 
of acidity, and for measurement by which to 
judge the rate of gastric evaculation. It makes 
possible by the same operation the introduction 
of carefully measured amounts of formula. 

Since Haas advocated the use of atropin in 
pyloric spasm because of its paralyzing effects 
upon the nerve endings of the vagus, there have 
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been many conflicting views concerning its 
value. If it is properly used it is undoubtedly 
very efficient. The most frequent error in its 
employment is that the dosage is not pushed to 
its physiological limit. If atropin is properly 
employed in these cases your druggist is liable 
to inquire concerning your sanity. With cer- 
tain precautions, however, it is safe, and is 
tolerated in surprisingly large doses. An ac- 
tive preparation must be used, and it should not 
stand for more than two or three weeks in solu- 
tion because it undergoes a loss in potency. 
The prescription which we usually use is: 
R Atropin. sulphat. gr. % 
Aq. dest. 5 1 
Minim. I—1/1000 grain 
The initial dose is one minim with each feed- 
ing, provided the usual three-hour interval 
schedule is being used. It may be given in the 
formula if the baby is bottle fed, or in a teas- 
spoonful of water if breast-fed. If regurgita- 
tion is marked enough so that retention of the 
atropin is improbable, the drug may be given 
subcutaneously in slightly smaller doses until 
retention by mouth is assured. The amount is 
increased until definite improvement occurs or 
toxic signs appear. An infant frequently re- 
ceives as high as four or five minims of the 
above prescription at each feeding. The upper 
limit is not measured by the number of minims, 
but by the physiologic action produced. 
Briefly stated the signs of toxic action are one 
or more of the following: 


1. Flushing or reddening of the face, neck 
and chest, at times marked enough to simulate 
scarlet fever. 


2. Dilated pupils which do not react to light. 


3. Elevation of temperature which may at 
times be marked. 

4. Dry lips and mouth, absence of tears. 

5. Hyperirritability, expresséd by jumpy 
movements when startled by noises, bright light, 
or handling. 

If, when this point is reached, the drug is 
omitted for three or four doses, then resumed 
at a level one minim less per feeding, its ad- 
ministration may be continued. 

All of the procedures mentioned above are 
not necessarily applied to each case. The 
strenuousness of the treatment depends upon 
the severity of the symptoms, and as improve- 
ment is secured the rigorousness of the cam- 
paign is gradually abated. 

To summarize briefly, the following medical 
treatment is conducted on a severe case of py- 
loric stenosis or spasm. If the infant is already 
dehydrated because of fluid Joss due to vomit- 
ing, and the symptoms are urgent, it is given 
parenteral fluid as long as conditions demand 
it. We usually give subcutaneous or intra- 
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peritoneal saline solution. A stomach tube is 
passed and the gastric contents secured for an- 
alysis and measurement. A thorough lavage 
with plain water is then done and the formula 
given through the tube. The formula usually 
consists of a boiled skimmed milk and water 
and dextrin-maltose combination, to which may 
be added 3 per cent of cereal. The strength 
and quantity is suited to the caloric require- 
ments of a normal infant of the same age and 
weight (as will be outlined by Dr. Cowie this 
afternoon). The lavage is repeated before 
every feeding at first. Atropin is added to 
each bottle in a quantity sufficient to keep just 
short of the limit of tolerance, unless distinct 
improvement is secured before the upper limit 
is reached. As the symptoms decrease the 
number of lavages is gradually reduced, then 
the dosage of atropin is carefully decreased as 
the infant’s condition warrants. The formula 
is also regulated from time to time so that the 
retained amount continues tc fully cover the 
caloric requirements of the patient. 

The method requires much time and plenty 
of patience. The results may be discouraging 
for many days or even weeks so far as gain in 
weight is concerned, but usually there is a 
rapid improvement in symptoms. More and 
more food is retained, the stools gradually in- 
crease in size, and finally, after the patient’s 
blood volume is restored, gain in weight ensues. 
From this time on the change is startling. 
Many of these infants weigh more at the end 
of six or eight months of treatment than does 
the average child of the same age. 

DISCUSSION 

DR. THOMAS B. COOLEY, Detroit: The question 
of pyoric spasm and pyloric stenosis is a perennially 
interesting topic, and certainly we do not know all 
about it yet. So far as handling the individual case 
is concerned, I do not believe any certain method of 
treatment is universally satisfactory. We have 
heard a lot about the thick cereal method of treat- 
ment, but it is very difficult to apply and does not 
always work by any means. I believe that we must 
always individualize these cases. 

As to the question of hyperacidity, these children 
are hypertonic, neuropathic types who have, or are 
like to have,-an excess of gastric acidity. That is 
rather an important matter when it comes to feed- 
ing. Dr. Hoag mentioned the possibility of using 
lactated milk. I do not believe any of those things 
will work in many cases of pyloric spasm, for the 
very reason that the child is likely to have a hyper- 
acidity.. The addition of an alkali seems more de- 
sirable than anything to increase the acid or to get 
rid of alkaline salts. One has to remember that all 


babies do not have the same kind of digestive secre- 
tion by any means, so in the selection of food in 
these cases cne must individualize very decidedly. 
I think, as Dr. Hoag says, that on the whole, skim 
milk is the best basis for the diet so far as the 
It is more uni- 


milk part of the food is concerned. 
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formly successful. If it is boiled you are not likely 
to have the trouble with curds, which factor is not 
I believe very important for the reason that thick 
curds from any skim milk preparation are not com- 
mon. 

I firmly believe that a reasonable amount of cereal 
added to the diet does help in nearly all these cases, 
although it is not always necessary to make the 
stuff so thick that it is almost impossible to feed it. 

I believe in the use of atropin, for treatment with 
this agent is often very successful. Also in some 
cases I have had very good success with novocain, 
which has a very great tendency to relieve these 
spasms and I have sometimes thought that of the 
two it was on the whole the better drug. Either one 
may be of considerable service. 

The point that seems to me of most importance in 
the discussion of pyloric spasm at the present time 
is how long one should persist in medical treatment, 


' and how much we are going to encourage everybody 


to persist in medical treatment. The great major- 
ity of recent papers on this subject have been very 
optimistic on the question of the success of medical 
treatment, so much so that I fear it is going to en- 
courage men to persist in medical therapy in cases 
which should for one reason or another come to 
operation, or to encourage men who are not really 
very skilful in feeding to go ahead with the non- 
operative treatment. And if that happens some 
babies are going to be lost that might be saved by 
operation. 

There is another side to the question of medical 
treatment: It is very tedious in a good many cases. 
Operative treatment in the hands of a skilled sur- 
geon has slight mortality in these days and the re- 
sults are rapid instead of slow. Therefore even if 
you feel fairly confident of the outcome of non- 
operative treatment, it often seems economically 
better to subject the child to operation if you are 
sure you have a really skilful operator. 

There is another point which Dr. Hoag did not 
go into in this paper, and that is the fact that cases 
treated medically often have a thicker pyloric ring 
left behind than is the case when operative measures 
are used, and that thickened pyloric ring does not 
always exist without causing gastro-intestinal symp- 
toms. It has been my fortune to observe several 
cases in which persistent gastro-intestinal symptoms 
were periodically manifested several years later. 
The oldest child I recall at present was a boy of 
about 8. This child had had persistent symptoms 
recurring periodically, undoubtedly due to the 
enlarged pyloric ring. This is something which I 
believe we must always consider when extensive 
hypertrophy of the pylorus jis present. 

DR. E. E. MILLER, Flint: I remember hearing 
this subject very definitely discussed at a clinic last 
year in New York, and it was decided there that 
operation was still to be considered as preferable be- 
cause in many cases the constriction would never 
be absorbed. In one case which I operated here, the 
hypertrophied tissue was at least three-quarters of 
an inch wide and about one-quarter inch thick. This 
child had almost complete obstruction. For the first 
f days after operation the child lost weight, but 
after that gained nearly a pound a week until at the 
end of the third or fourth week it was back at nor- 
mal. 

As to atropin, I believe it is all right in pyloric 
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spasm where there is any obstruction. We should 
give the atropin at least twenty minutes before feed- 
ing, a drop a day for each dose until you get up to 
seven or eight drops of 1 to 1,000 solution. 


DR. W. J. KAY, Lapeer: As the essayist has sug- 
gested, the procedure which has given the largest 
measure of success at the hands of those who have 
followed it is the one which should be used when 
possible. While the method of treatment outlined by 
Dr. Hoag should be followed in a great many cases, 
at the same time I think it is going to lead us into 
danger, particularly jin the hands of men not so 
well trained in that particular procedure. In our 
service the medical treatment has not been nearly 
as gratifying as the surgical treatment. When the 
simple Ramsted operation is performed the pro- 
cedure is attended with very little shock and the 
patient recovers. Further, the nutrition is a matter 
which can be very readily looked after in post-opera- 
tive cases. The child immediately begins to pick up. 
In referring to feeding during the medical treatment 
of pyloric stenosis, I am surprised that Dr. Hoag 
did not mention that condensed milk is coming to be 
used. Of course in the hospital the patients are all 
given the ideal food, condensed milk. It is one of 
the best foods for the stomach. It is well worth 
trying inasmuch as it has a very high nutritional 
value also. 


DR. F. B. MINER, Flint: This subject I feel very 
strongly about, having lost two children of my own. 
And I firmly believe there is a prophylactic side to 
pyloric stenosis during the carrying period of the 
mother that should be studied.- I cannot say much 
about that, but this condition occurs in families. I 
know of another doctor who has had two such cases, 
both of his children having had marked pyloric sten- 
osis and with a large tumor, and both have come to 
operation. These two infants of my own were pre- 
mature, in my opinion due to the marked condition 
of myoclonia of the uterus. There was a spasmodic 
action of the uterus. I am not sure about the de- 
‘velopment of tumor in the first child, as no post- 
mortem was done. But the second child, a 7% 
months baby which lived only four days, had a 
tumor a little larger than a robin’s egg, made up of 
a tissue that cut like cervical tissue and was as 
strong as gristle. The child did well until the fourth 
day when it suddenly developed pyloric spasm and 
then a laryngeal spasm and died. As stated, I think 
there is in these cases an element of prophylaxis 
which should be studied. 

During the past six months I have had three cases 
come to operation, one partial and the others com- 
plete stenosis. The two latter were breast-fed babies 
and both had trementously large tumors. One was 
operated at the 47th and the other at the 50th day 
of age. The operation was perfectly simple, without 
a general anesthetic. One went to sleep under local. 
A skilful surgeon will do the operation without 
shock. Feeding followed in three hours and the 
baby made a wonderful recovery. One baby was not 
seen early and became very much dehydrated. For 
91 hours I fed by rectum. All enemata were retained 
with the exception of two. The baby gained in 
weight before the operation. This is made possible 
by the law of the intestine as pointed out by Bules 
& Stailey: “Contraction above is accompanied by 
relaxation below.” You can build by a dehydrated 
baby by using the rectum if there is a definite con- 
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striction above. I think the treatment of this condi- 
tion of stenosis is essentially surgical. 


DR. GIFFEN, Toledo: It has not always been 
my privilege to practice where I had the advantage 
of the X-ray or other modern refinements of diag- 
nosis. I had to depend on clinical observation. It 
seemed to work out in practice that on passing the 
catheter into the stomach for the purpose of mak- 
ing differential diagnosis between pyloric spasm and 
pyloric stenosis, in pyloric spasm cases there was 
always a pharyngeal reflex in getting the catheter in 
and when you did succeed in doing this you could not 
get it into the duodenum, but by waiting it some- 
times slipped through. In the stenosis cases it 
would not go through. I do not know that you 
would ever depend on that iinding, but thought I 
would mention it. 

DR, R. S. ROWLAND, Detroit: I want to express 
to Dr. Hoag my appreciation of the very clear dis- 
cussion of the physiology of this subject, which has 
appealed to me. 

I was fortunate enough to hear Sauer in his first 
presentation of the subject of thick cereal feedings, 
some three or four years ago, and on returning from 
that meeting I immediately put a number of my 
pyloric spasm patients on that feeding according to 
Dr. Sauer’s suggestions at that time. Since then I 
have been carrying out that treatment modified by 
my own clinical experience, in severe cases usually 
beginning with skim milk added to the very thick 
Farina gruel. During those years I have had two 
or three operative cases which have had a number 
of severe pyloric syasms, and which on the thick 
cereal feeding have gone along in a brilliant way to 
recovery, 

The question of dehydration in the beginning is 
important, and I think the discussion of this phase 
has been cared for. 

As to the question of the use of novocain, I want 
to add to what Dr. Cooley has said. I have not had 
to use novocain as much as formerly, and still I 
think there is a type of nervous, inexperienced 
mother whom it is well to encourage by having her 
see the vomiting stopped rather quickly, and in these 
cases novocain has been a decided help. I have re- 
cently been told that it might. at times produce 
toxic symptoms. I have used it many times, a grain 
to the ounce, 8 minims before each feeding, and 
have never experienced toxic symptoms. 

One other point I believe Dr. Hoag did not men- 
tion, but which I think is of vaiue, is the use of a 
thick gruel preceding the nursing. In those cases 
in which we wish to keep the baby on the breast I 
have found that giving one-half ounce of thick farina 
preceding nursing is of a great deal of value, tem- 
porarily at least, and I think it is worth trying in 
breast-fed babies. 

I personally disagree with the statement that this 
is a surgical condition. From my own experience I 
believe it is almost entirely a medical condition. 
Very few cases need to come to operation, and if 
they need to come to operation it is because of the 
method of feeding that has been employed. 

DR. D. J. LEVY, Detroit: Last year, before the 
medical section of this society, I reported at length 
my views in regard to thick gruel feeding in cases 
of pyloric spasr.i and pyloric stenosis. There are 
one or two points I wish to bring up. My experience 
during the past year includes a number of ad- 
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ditional cases, and my opinion as to the pronounced 
value of feeding thick gruel in cases of pyloric syasm 
has not changed to any appreciable extent. It is 
very important jndeed to differentiate between py- 


loric spasm and projectile vomiting, to which there. 


is a surgical basis. There is no denying the fact 
that medical treatment will not reach these latter 
cases, they must be operated. But the vast major- 
ity of such cases of vomiting which we encounter in 
infancy are spastic in character and not obstructive. 
This can be proved by the clinical result of medical 
treatment with thick gruel feeding. Merely one or 
two gruel feedings a day to the breast-fed baby will 
often take care of the vomiting. The thick gruel 
protects the gastric mucosa and has an additional 
nutritional value. 

I want to caution gainst the use of skimmed milk 
unless reinforced by a considerable amount of gruel. 
Babies that are kept for any protracted period what- 
soever on diluted skimmed milk encounter resultant 
metabolism injury. The use of the thick gruel is 
indicated in certain cases, although generalizations 
in these cases are dangerous. Each case should be 
decided on its merits. There should be no prolonged 
loss of weight when correct thick gruel feeding is 
employed. In fact, with correct thick gruel feeding 
our babies do not stand still, they begin to improve 
immediately after this method of feeding is inaugur- 
ated. Atropin treatment, which may not be without 
untoward effects, can be entirely eliminated, and 
even novocain, which is relatively harmless, finds a 
much lessened indication with the use of thick cereal 
feeding. 

DR. HOAG, (closing): I appreciate very much 
these helpful suggestions based on the experience of 
the discussers. As was said in the discussion every 
case should be individualized. Necessarily in a pa- 
per of this kind we could not do more than to give a 
generalized method, which should of course be indi- 
vidualized for each case in the clinic. 

I am glad that the point was brought up about lac- 
tic acid milk in relation to gastric acidity. When 
we use this acidified milk we are in the habit of 
letting the fermentation (if we use fermented milk) 
proceed just to the point of precipitation of the pro- 
tein, and then stop the process. When adding lactic 
acid to the milk we do the same, without leaving 
very much unneutralized acid in the preparation. 
We do not go on to the limit of fermentation, which 
is usually three times higher in its acidity than the 
point of precipitation. 

I do not think the experience in our clinic would 
indicate that some of the pyloric stenosis cases are 
distinctly surgical, because it happens that of the 
cases we have treated none have required surgical 
intervention. Undoubtedly the greater share can be 
treated medically, emphasizing the fact that the 
medical treatment is of course directed against the 
spasm. 

While we are not in the habit of using the real 
thick cereal which must be fed with a spoon, we do 
believe in the use of cereals, for their protective ‘col- 
loid action. Skim milk is not used any longer than 
necessary because we realize the danger of feeding 
infants over a long period of time with practically 
no fat, on account of the lack of certain vitamins, 
with which we are not as yet entirely familiar. 

The suggestion of giving atropin before the feed- 
ings I accept as valuable. Novocain we have never 
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used, so I cannot give any opinion concerning this 
agent. 

I neglected to mention that in our breast-fed cases 
we use cereal before the feedings and find it of great 
value in controlling the vomiting. 





IN THE INTEREST OF ACTIVE 
IMMUNITY 


Diphtheria can be prevented as surely as small- 
pox or typhoid fever. And by the same means— 
the use of a modified specific toxin. In the case of 
diphtheria the modification is effected by mixing the 
toxin with antitoxin. The toxin is first standard- 
ized to a degree of accuracy that rivals the inerrancy 
of a chemical reaction; and the antitoxin is stand- 
ardized in units (both by official processes). This modi- 
fied toxin (called toxin-antitoxin) does not produce 
any of the symptoms of diphtheria, but nevertheless 
it stimulates the body cells to produce antitoxin, and 
this antitoxin, unlike that introduced into the blood 
from without, remains a part of the patient’s equip- 
ment and protection indefinitely—for several years 
at least, and perhaps for life. 

All children between six months and six years 
should be immunized with toxin-antitoxin; others, if 
shown to be Schick-negative, need not be. Parke, 
Davis & Co., have an interesting reprint on this 
subject which they would doubtless send to any in- 
quiring physician, 





IMPORTANT ANNOUNCEMENT 


The medical profession everywhere will be in- 
terested in the announcement that the Abbott 
Laboratories of Chicago have purchased the Der- 
matological Research Laboratories of Philadelphia. 
This is an advance step for the Abbott Laboratories 
and will give them deserved recognition among the 
leading manufacturers of medicinal products. 

It will be remembered the Dermatological Re- 
search Laboratories were the first in the United 
States to produce Arsphenamine during the war 
when there was such a scarcity of this article; and 
these laboratories became well known to the medi- 
cal profession for their patriotic attitude in de- 
veloping and manufacturing medicinal preparations 
in this country. By this purchase of the ‘DRI’ 
products, the Abbott Laboratories inherited their 
prestige. , 

The Abbott Laboratories acquired control of the 
Dermatological Research Laboratories on Novem- 
ber First, and are continuing to operate them in 
Philadelphia under the direction of Dr. Geo. W. 
Raiziss, head of the department of Chemistry, and 


his corps of specially trained assistants. Orders 
for “DRI” products will be promptly filled from the 
Philadelphia Laboratories or from the home office 
of the Abbott Laboratories, Chicago, or by any of 
their branches or distributors. For further par- 
ticulars regarding their purchase of the Derma- 
tological Research Laboratories, the readers of this 
Journal are referred to the statement of the Ab- 
bott Laboratories on another page of this issue, 
entitled, “Important Announcement to the Medical 
Profession.” 
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Editorials 


THE END OF THE YEAR 








The Publication Committee and Editors ex- 
tend to our readers and advertisers their sin- 
cerest wishes for a joyous holiday season and 
a Happy New Year. May the festive season 
bequeath to you and yours a goodly measure of 
happiness and contentment. 

Try as we may, the end of the year, will find 
us all with some hope unrealized, some activi- 
ties incompleted and some disappointments that 
are difficult to reconcile. On the other hand 
there are many reasons for happiness and re- 
joicing. Life has not been all disappointments 
or all hardships. The holiday season should 
enable us to find anew life’s true ideal and in- 
spiration. It will if you but make the effort. 
We sincerely hope that this year the holiday 
season will bring to you these gifts: 

May these be yours: 
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The Gifts that make the Dreamers into Doers, 
The Gift to Work 
Through Joy and Sorrow, Light and Murk, 
To play, with all your soul and heart, 
A manly part: 
The Gift of Discontent, to keep you driving 
Forward and up, forever striving 
For something better in the days hereafter ; 
The Gift of Kindness and the Gift of Laughter, 
And all the gifts of Love and Faith and Friends, 
Of Justice and of Truth. 
And in your heart, until Life’s Journey ends 
The Priceless Gift of Youth, 
Hope that inspires, and Courage that endures, 
May all these Gifts be Yours. 

—From “Things As They Are.” 





EDUCATION OF THE NURSE 





The report of the “Winslow Committee” on 
the problem of nursing education is worthy of 
careful study. The committee is made up of 
men and women of national reputation and 
their conclusions deserve our thoughtful con- 
sideration. The present methods in the educa- 
tion of nurses have been developed during a 
period of many years. It could not be expected 
that a small committee in a few months time 
would evolve a plan proposing so many radical 
changes in these methods which would be satis- 
factory to the great majority of those inter- 
ested. The burden of proof is certainly put 
upon those who propose changes. The com- 
mittee must expect criticism of their proposals. 

The proposal to shorten the course of train- 
ing from three years to 28 months should meet 
with rather general approval by the public and 
especially by physicians. There is a demand 
that bedside nursing be made more available to 
those who need it. It seems likely that this 
measure would produce more nurses to care 
for the sick, both at home and in the hospitals. 
A twenty-eight months course of intensive 
training with the emphasis on bedside work 
should be adequate preparation for the care of 
the seriously sick. 

The plan proposed by the committee for the 
training and regulation of those designated in 
the report as “nursing aides” does not seem 
feasible. At least it does not seem that the plan 
suggested would go far toward the solution of 
the problem. 

That there is a need for nurses of superior 
training to fill positions of responsibility, there 
can be little doubt. Almost every community is 
seeking for women of sufficient ability and of 
training to fill positions as superintendents and 
teachers in hospital training schools for nurses, 
and as directors of public health nursing. Is 
the proposed University Training School the 
best method of supplying this demand? The 
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plan seems to present certain grave defects. 
The committee has assumed that the five years 
course will exercise a selective as well as an 
educational function. This seems improbable. 
A five years training will make leaders only in 
the case of those who have a native capacity for 
leadership. Training cannot supplant person- 
ality. It would seem far more rational to se- 
lect from those, who already have had the or- 
dinary training, nurses of ability and capacity 
for leadership and give them whatever ad- 
ditional education and training may be neces- 
sary to fit them to fill positions of responsibil- 
ity. Post-graduate work should be offered to 
those who may make the most of it. This is 
the method made use of in other professional 
training and has stood the test of time. 

The committee further proposes that the 
University Training school shall be separate 
from, and of cognate rank with the medical 
school. It would seem very impractical to have 
two faculties in the same hospital independently 
caring for the same patients. As a matter of 
fact, we can see no reason why the committee 
should insist on such a school. being independ- 
‘ent of the school of medicine. The education 
of nurses has never been independent of physi- 
cians and in practice, never can be. Nurses 
must work with physicians in the care of the 
sick. The two professions are not independent 
and any plan which suggests any lessing of the 
spirit of co-operation cannot commend itself. 
On the whole, it would seem that the problem 
of educating leaders for the nursing profession 
might be solved in some more satisfactory way 
than that proposed by the committee. 


Ve. 


THE WAYNE COUNTY MEMBERSHIP 
DRIVE 





Well planned, thoroughly organized, ag- 
gressive in activity and with a definite purpose 
of securing as members of the Wayne County 
Medical Society, every eligible doctor in that 
county, this drive was undertaken on October 
10th and closed November 20th. There were 
four hundred eligible non-members. Under 
the direction of Dr. J. Albert Kinzey, Chair- 
man of the Membership Committee, the se- 
curance of these applications is progressing 
satisfactorily. 

In our next issue we propose publishing the 
result of the drive and how it was put over. 
We trust that it will be an inspiration to every 
county society to do likewise and by a system- 
atically planned campaign secure the affiliation 
of all eligible doctors in their county. At pres- 
ent Wayne has 1,038 paid up members. 
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THE SHEPPARD-TOWNER LAW 


For the past three years there has been an 
extended, and at times acrimonious, discussion 
in our medical journals of the Sheppard- 
Towner law and its provisions. Many resolu- 
tions have been passed condemning the law. 
At the St. Louis session of the American Medi- 
cal Association this type of legislation was dis- 
approved. 

The publication committee of The Journal 
has not been disposed to enter into any discus- 
sion pro or con on the subject. It has felt that 
such discussion or expression of opinion should 
eminate from our membership and our House 
of Delegates. Space has been and will be 
available for such discussion. 

The publication committee feels that at this 
time a statement should be made. It is mak- 
ing this statement at this time in order that it 
be freed from any charge or claim that your 
committee was negligent. In making this 
statement the committee contents itself with the 
setting forth of the situation that now presents 
in this state. 

THE BILL 


The Sheppard-Towner law was enacted by 
Congress. Its text is as follows: 


An Act for the promotion of the welfare and 
hygiene of maternity and infancy, and for other 
purposes. 


Be it enacted by the Senate and House of Repre- 
sentatives of the United States of America in Con- 
gress assembled, That there is hereby authorized to 
be appropriated annually, out of any money in the 
Treasury not otherwise appropriated, the sums spe- 
cified jn section 2 of this Act, to be paid to the sev- 
eral States for the purpose of co-operating with them 
in promoting the welfare and hygiene of maternity 
and infancy as hereinafter provided. 


Sec. 2. For the purpose of carrying out the pro- 
visions of this Act, there is authorized to be ap- 
propriated, out of any money in the Treasury not 
otherwise appropriated, for the current fiscal year 
$480,000, to be equally apportioned among the sev- 
eral States, and for each subsequent year, for the 
period of five years, $240,000, to be equally appor- 
tioned among the several States in the manner here- 
inafter provided: PROVIDED, That there is hereby 
authorized to be appropriated for the use of the 
States, subject to the provisions of this Act. for the 
fiscal year ending June 30, 1922, an additional sum 
of $1,000,000, and annually therafter, for the period 
of five years, an additional sum not to exceed $1,- 
000,000; PROVIDED FURTHER, That the additional 
appropriation herein authorized shall be apportioned 
$5,000 to each State and the balance among the 
States in the proportion which their population bears 
to the total population of the States of the United 
States, according to the last preceding United States 
census; AND PROVIDED FURTHER, That no pay- 
ment out of the additional appropriation herein au- 
thorized shall be made in any year to any State un- 
til an equal sum has been appropriated for that year 
by the legislature of such State for the maintenance 
of the services and facilities provided for in this Act. 

So much of the amount apportioned to any State 
for any fiscal year as remains unpaid to such State 
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at the close thereof shall be available for expendi- 
tures in that State until the close of the succeeding 
fiscal year. 


Sec. 3. There is hereby created a Board of Ma- 
ternity and Infant Hygiene, which shall consist of 
the Chief of the Children’s Bureau, the Surgeon Gen- 
eral of the United States Public Health Service, and 
the United States Commissioner of Education and 
which is hereafter designated in this Act as the 
Board. The Board shall elect its own chairman and 
perform the duties provided for in this Act. 


The Children’s Bureau of the Department of La- 
bor shall be charged with the administration of this 
Act, except as herein otherwise provided, and the 
Chief of the Children’s Bureau shall be the executive 
officer. It shall be the duty of the Children’s Bureau 
to make or cause to be made such studies, investi- 
gations, and reports as will promote the efficient 
admiration of this Act. 


Sec. 4. In order to secure the benefits of the ap- 
propriation authorized in section 2 of this Act, any 
State shall, through the legislative authority thereof, 
accept the provisions of this Act and designate or 
authorize the creation of a State agency with which 
the Children’s Bureau shall have all necessary pow- 
ers to co-operate as herein provided in the adminis- 
tration of the provisions of this Act: PROVIDED, 
That in any State having a child-welfare or child- 
hygiene division in its State agency of health, the 
said State agency of health shall administer the pro- 
visions of this Act through such divisions. If the 
legislature of any State has not made provision for 
accepting the provisions of this Act the governor of 
such State may in so far as he.is authorized to do 
so by the laws of such State accept the provisions 
of this Act and designate or create a State agency 


to co-operate with the Children’s Bureau until six — 


months after the adjournment of the first regular 
session of the legislature in such State following the 
passage of this Act. 


Sec. 5. So much, not to exceed 5 per centum, of 
the additional appropriations authorized for any 
fiscal year under section 2 of this Act, as the Chil- 
dren’s Bureau may estimate to be necessary for ad- 
ministering the provisions of this Act, as herein 
provided, shall be deducted for that purpose, to be 
available until expended, 


Sec. 6. Out of the amounts authorized under 
section 5 of this Act the Children’s Bureau is author- 
ized to employ such assistants, clerks, and other per- 
sons in the District of Columbia and elsewhere, to 
be taken from the eligible lists of the Civil Service 
Commission, and to purchase such supplies, ma- 
terial, equipment, office fixtures, and apparatus, and 
to incur such travel and other expense as it may 
deem necessary for carrying cut the purposes of 
this Act, 


Sec. 7. Within sixty days after any appropria- 
tion authorized by this Act has been made, the 
Children’s Bureau shall make the apportionment 
herein provided for and shall certify to the Secretary 
of the Treasury the amount estimated by the bureau 
to be necessary for administering the provisions of 
this Act, and shall certify to the Secretary of the 
Treasury and to the treasurers of the various States 
the amount which has been apportioned to each 
State for the fiscal year for which such appropria- 
tion has been made. 


Sec. 8. Any State desiring to receive the benefits 


of this Act shall, by its ageney describe in section 
4, submit to the Children’s Bureau detailed plans for 
carrying out the provisions of this Act within such 
State, which plans shall be subject to the approval 
of the board; PROVIDED, That the plans of the 
States under this Act shall provide that no official, 
or agent, or representative in carrying out the pro- 
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visions of this Act shall enter any home or take 
charge of any child over the objection of the par- 
ents, or either of them, or the person standing in 
loco parentis or having custody of sucn cniia. if 
tnese plans shall be in contormity with tne pro- 
visions ot this Act and reasonably appropriate and 
adequate to carry out its purposes they shall be 
approved by the board and due notice of such ap- 
proval shall be sent to the State agency by the chief 
of the Children’s Bureau. 


Sec. 9.- No official, agent, or representative of 
the Children’s Bureau shall by virtue of this Act 
have any right to enter any home over the objec- 
tion of the owner thereof, or to take charge of any 
child over the objection of the parents, or either of 
them, or of the person standing in loco parentis or 
having custody of such child. Nothing in this Act 
shall be construed as limiting the power of a par- 
ent or guardian or person standing in loco parentis 
to determine what treatment or correction shall be 
provided for a child or the agency or agencies to 
be employed for such purpose. 


Sec. 10. Within sixty days after any appropria- 
tion authorized by this Act has been made, and as 
often thereafter while such appropriation remains 
unexpended as changed conditions may warrant, the 
Children’s Bureau shall ascertain the amounts that 
have been appropriated by the legislatures of the 
several States accepting the provisions of this Act 
and shall certify to the Secretary of the Treasury 
the amount to which each State is entitled under the 
provisions of this Act. Such certificate shall state 
(1) that the State has, through its legislative author- 
ity, accepted the provisions of this Act and desig- 
nated or authorized the creation of an agency to 
co-operate with the Children’s Bureau, or that the 
State has otherwise accepted this Act, as provided 
in Section 4 hereof; (2) the fact that the proper 
agency of the State has submitted to the Children’s 
Bureau detailed plans for carrying out the provisions 
of this Act, and that such plans have been approved 
by the board; (3) the amount, if any, that has been 
appropriated by the legislature of the State for the 
maintenance of the services and facilities of this 
Act, as provided in section 2 hereof; and (4) the 
amount to which the State :s entitled under the 
provisions of this Act. Such certificate, when in 
conformity with the provisions hereof, shall, until 
revoked as provided in section 12 hereof, be sufficient 
authority to the Secretary of the Treasury to make 
payment to the State in accordance therewith. 


Sec. 11. Each State agency co-operating with the 
Children’s Bureau under this Act shall make such 
reports concerning its operations qgnd expenditures 
as shall be prescribed or requested by the bureau. 
The Children’s Bureau may, with the approval of 
the board, and shall, upon request of a majority 
of the board, withhold any further certificate pro- 
vided for in section 10 hereof whenever it shall be 
determined as to any State that the agency thereof 
has not properly expended the money paid to it or 
the moneys herein required to be appropriated by 
such State for the purposes and in accordance with 
the provisions of this Act. Such certificate may be 
withheld until such time or upon such conditions as 
the Children’s Bureau, with the approval of the 
board, may determine; when so withheld the State 
agency may appeal to the President of the United 
States who may either affirm or reverse the action 
of the Bureau with such directions as he shall con- 
sider proper; PROVIDED, That before any such 
certificate shall be withheld from any State, the 
chairman of the board shall give notice in writing to 
the authority designated to represent the State, stat- 
ing specifically wherein said State has failed to com- 
ply with the provisions of this Act. 


Sec. 12. No portion of any moneys apportioned 
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under this Act for the benefit of the States shall 
be applied, directly or indirectly, to the purchase, 
erection, preservation, or repair of any building or 
buildings or equipment, or for the purchase or rental 
of any buildings or lands, nor shall any such moneys 
or moneys required to be appropriated by any State 
for the purposes and in accordance with the pro- 
visions of this Act be used for the payment of any 
maternity or infancy pension, stipened, or gratuity. 

Sec. 138. The Children’s Bureau shall perform the 
duties assigned to it by this Act under the super- 
vision of the Secretary of Labor, and he shall in- 
clude in his annual report to Congress a full account 
of the administration of this Act and expenditures 
of the moneys herein authorized. 


Sec. 14. This Act shall be construed as intending 
to secure to the various States control of the ad- 
ministration of this Act within their respective 
States, subject only to the provisions and purposes 
of this Act. 


Approved, November 23, 1921. 


Under this law there will become available to 
Michigan some $39,000 for the application of 
the intent of the law. 


A number of states have accepted the pro- 
visions of the law. New York has declined. 
Massachusetts not only declined, but is testing 
the validity of the law in the U. S. Supreme 
court. 


The following letter from the State Com- 
missioner of Health is self-explanatory : 


Dr. F. C. Warnshuis, 

Secretary-Editor, 

Michigan State Medical Society, 

Powers Theatre Bldg., 

Grand Rapids, Michigan. 

My dear sir: 

In reply to yours of October 21 and 24, I 
am sending you enclosed herewith a copy of the 
Sheppard-Towner Bill, which of course you 
have already received. 

On January 12, 1922, the governor, at the 
earnest solitation of the organized women of 
the State of Michigan, accepted the provisions 
of the Sheppard-Towner Act and designated 
the Michigan Department of Health as the ad- 
ministrative agency in the state. By using the 
funds that this department had been using in 
the past, which were provided for in our ap- 
propriation for work along this line, we were 
able to match the total government appropria- 
tion as specified in the law. 

If you will read this bill carefully, you will 
find that the method of procedure is not out- 
lined in the bill; that it is left to each state to 
make its own plan, which shall be acceptable to 
the federal board. We outlined a plan which 
you will find in the July-August issue of Public 
Health, copy of which is enclosed, which plan 
was accepted by the federal board, and the work 
has been organized in this state along these 
lines. 

The acquisition of this money will simply 
enable us to enlarge upon the work already ac- 





EDITORIALS 





JOUR. M. S. M. 8. 


complished by the Bureau of Child Hygiene 
and Public Health Nursing in this department, 
and you will note that the plan contains no fea- 
tures which have not been advocated as essential 
to well conducted infant and maternal health 
activities. The department hopes to reduce the 
infant and maternal death rates in Michigan by 
putting the people in closer touch with their 
physicians through a purely educational propa- 
ganda. Like all public health work, these ac- 
tivities will undoubtedly increase the practice 
of all the physicians in the state. 

It would seem to me, if the Michigan State 
Medical Society intends to intelligently discuss 
the activities under the Sheppard-Towner Act, 
that they should first through a committee de- 
termine what those activities are to be. 

If I am not mistaken, we, the medical pro- 
fession of the state of Michigan, are going to 
encounter enough troubles during the coming 
winter, without gaining the animosity of as 
large a body of citizens as are intensely inter- 
ested in the promotion of the activities under 
the Sheppard-Towner law. 

Yours very truly, 
Signed, R. M. OLrn, 
Commissioner. 


The following letter imparts the present at- 
titude of the State Department of Health: 
To Physicians and Health Officers: 

All successful public health work is dependent 
upon the co-operation of the practicing physician. 
If the maternal and the infant death rates of Michi- 
gan are to be lowered, only the efforts of the medi- 
cal profession can bring about these decreases in 
mortality. Realization of this fact is a principle 
underlying all the Michigan Department of Health 
plans for child hygiene work. 

Through the reorganization in the Bureau of 
Child Hygiene and Public Health Nursing made 
possible by the Sheppard-Towner funds, increased 
service will be given the child under 5 years of 
age beginning with its prenatal life, which of course 
means greater attention to the pregnant woman and 
nursing mother. The importance of prenatal care 
is shown by the fact that 41 per cent of all deaths 
under one year are due to congenital causes, and 
approximately 37 per cent of all deaths under one 
year occur in the first month of life. 

Both Michigan’s infant mortality rate and puer- 
peral mortality rate should be lowered. In 1920 
Michigan had an infant mortality rate of 92 per 
1,000 live births, that is, 92 babies under one year 
died to every 1,000 born alive, which placed us 17th 
down on a list of 23 states in the registration area. 
Oregon had the lowest infant death rate, 62 per 
1,000 live births while the United States had an 
average rate of 86 per 1,000 live births. 

In 1919 Michigan’s maternal death rate was 7.7 
per 1,000 live births. "Wisconsin had the lowest 
rate 4.8 per 1,000 live births. ; 

In a recent tabulation of birth records for 1921 
in 55 counties and 380 cities in Michigan, we found 
there were 46,569 births. Of this number 44,025 
were attended by physicians, leaving 2,574 which did 
not receive medical attention. The tabulation is not 
completed and may show when completed an even 
greater proportion of unattended childbirths. This 


lack of medical service at childbirth has a relation 
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to Michigan’s infant mortality rate and the puer- 
peral death rate. In the county having the highest 
infant death rate in 1921, 145.5 to 1,000 live births, 
52 per cent of the mothers did not have a physician’s 
service in childbirth. It is the aim of the Michi- 
gan Department of Health to educate the mothers 
to secure medical service at confinement and to 
keep their children under medical observation. This 
education to be carried on through infant clinics and 
prenatal and postnatal instruction. 

We are especially stressing the importanre of 
breast feeding. If breast feeding is not possible, 
we hope to assist mothers by instructing them in 
more intelligent feeding of babies. We have for 
this educational work divided the state into five 
public Health nursing disricts with a resident nurs- 
ing director in each district who will assist and ad- 
vise county and other public health nurses. The 
women who have secured for nursing directors are 
experienced nurses. We expect through them to 
secure a greater efficiency in the public health nurs- 
ing service of the state and an increased demand 
for medical service for infants and mothers. 

We have added an infant clinic to the health in- 
stitute with a full time experienced pediatrician in 
charge. No remedial work will be done and no 
treatment will be given at the clinic. All patients 
needing care will be referred to the family physi- 
cian. The infant clinic will assist mothers in giving 
intelligent care and feeding to their children, thus 
lowering infant mortality. 

The preschool child who has not been immunized 
against diphtheria by the use of toxin-antitoxin or 
against smallpox by vaccination will be referred 
to the family physician for immunization. 

The department has no intention of undertaking 
work which belongs to the individual pracitioner. I 
hope that physicians will report to me any attempts 
on the part of field workers or other members of 
this department to infringe upon their rights by 
treating their patients. 

Respectfully, 
Signed: R. M. OLIN, M. D. 
Commissioner. 


To continue to receive this assistance the 
coming legislature must, by a resolution or en- 
abling act, accept and agree to comply with the 
Sheppard-Towner Act. 

The publication committee does not propose 
to reprint all the arguments that have been ad- 
vanced. Neither does the Committee intend to 
give personal expression of its collective or in- 
dividual opinions. The committee feels it has 
acquitted itself of its responsibilities when it 
conveys to our members the information that 
this legislation is pending. It again announces 
that space is available for the discussion of the 
question by proponents as well as opponents. 





Editorial Comments 


The following are pertinent paragraphs. 
contain much food for reflection. 
encroachment upon your practice. You decry the 
cults. You sob because your light is not perceived 
by the multitude. Read these paragraphs. Then 
appropriate the advice. 

You have seen the picture of yesterday. Now 
let us consider that of today. The old man has slept 
away. In his place we have the allopath, the 
homeopath, the eclectic, the osteopath, the scien- 
tist—the chiropractor, the diagnostician and the 


They 
You rant about 
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specialist—great institutions for the treatment of 
ills stud the nation—medical schools and colleges 
are yearly sending forth their product in increased 
numbers in advocacy of their teachings; state boards 
have been organized to protect the pfblic and the 
profession; ambulance services hurry their emer- 
gency cases to the operating table or sick room; 
research laboratories enable the tracing of the 
bacteria to its darkest lair, while antotoxin works 
its havoc among them. Anesthetics and opiates 
have come to ease suffering, and stimulants to fan 
the fading fires. 


The curtain is now raised on this new order of 
things. The automobile, fast trains, the telephone, 
telegraph and wireless now weld the most remote 
corners of the continent into one great whole. 
Magazines and newspapers read by millions daily 
spread their influence and play their part in shap- 
ing the public conscience. The Advertising Clubs 
of the World are organized to force truth in adver- 
tising, and their vigilance committees have been 
largely responsible for strong, constructive and pro- 
tective enactments that have compelled higher 
standards and done much to eliminate unscrupulous 
advertising. Farmer Brown’s cow for sale, today 
is found in the classified columns and the cure-all is 
not accepted by the great media of the country. 
Science, ingenuity and invention have all combined 
and wrought these wonders, but the lack of busi- 
ness acumen of the medical profession in meeting 
these modern conditions is stultifying its influence. 
Its passive acquiescence and adherence to a false 
ethics, is causing a drift toward dangerous shoals— 
where workmen’s compensation and health insur- 
ance enactments loom large ahead and cast their 
threatening shadows before them. 

There is no mightier force than an awakened 
public opinion, but public opinion does not arouse 
itself—it has to be awakened. The medical profes- 
sion, living as it has within itself, satisfied with 
its conditions, governed by an antiquated ethics 
that has denied it its inalienable right to be heard 
—needs today a footing from without. It is not 
understood. It appears to many as suffering with 
pernicous anemia. The red corpuscles so neces- 
sary to the progress of our aggressive life of today 
cannot be increased by its self-inflicted treatment. 


It has been my belief for several years that the 
recognized schools of medicine were doing nothing 
to offset the effect of the new and many times 
erroneous theories that are constantly being agi- 
tated; and as one by one they are securing a follow- 
ing, there has been no serious attempt by organ- 
ized medicine to counteract it by showing the tre- 
mendous strides made by it, and the magnificent 
results attained. 

The day is now, when any organization which has 
the welfare of its profession at heart must study 
the trend of the times, and recognize the mighty 
problems confronting it. With modern medicine 
the solution lies in a better understanding of it and 
its work by the body politic. The hermit may, 
within the walls of his hut, build great cities—but 
the pulsating world will never see them; he may 
have mastered his Blackstone, but as a governing 
influence he is not recognized at his town meeting. 
His voice is not heard. 

Laws relating to the health of the people should 
naturally emanate from the medical profession. 
We have but to look over the vast number of 
statutes yearly enacted on the subject to see how 
many times its recommendations have failed, and 
sensationalists have guided the enactments; and 
how many times those whose wisdom should for 
the common good have prevailed, had little or no 
voice. There is something wrong with the law- 
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making bodies or the forces that control. To me, 
in this important matter, the burden is on your 
profession. If it were better understood by the 
public, its voice would be increasingly a factor in 
constructive health legislation that would  ulti- 
mately redound to the betterment of the laws and 
the security and respecct for the profession. 

So great organizations have found and are more 
and more finding that their positions are strength- 
ened by having their work better understood by 
their fellowmen, who, after all, constitute the court 
of last resort that has settled every great issue of 
the world’s history. 

The candidates for the presidency of the United 
States place their platforms and principles before 
the people by direct advertising appeals. 

Great groups of industry. are today telling their 
story to the nation in increasing numbers—the 
Dairymen’s League, the Hotel Men’s Association, 
the Long Island Duck Association, the savings 
banks, the railroads, the steamship lines, the 
United Hospital Association, and the great Inter- 
church and the Centenary Movements are among 
those now seeking public attention. Each group 
has been developed by some advertising agency, and 
religion, the forerunner of medicine and so closely 
affiliated to it, has found its use expedient. 

Who, then, is he who stands and with himself 
communes! 

Kings County Medical Society, standing as you 
do, so potential a factor in the health and welfare 
of this great municipality of which you are so 
important a part—a responsibility rests on your 
shoulders today. Your decision to tell the citizens 
of your country the great story of medicine, to di- 
rect them, as only you are qualified to do, in the 
better way of living, to point out preventative as 
well as the curative measures, may mean the break- 
ing of a precedent, but it will certainly mean your 
entering into the spirit of the larger, the more 
forceful, and the more secure position to which you 
are entitled. 

As one who for longer service seeks your advice, 
seek you such counsel as is'most competent to di- 
rect. Go outside your profession—to other than 
yourself, and let him speak your language; let 
him advise with you as to when and where to speak; 
but for the security of medicine, that it may be- 
come an increasingly potent force making its in- 
fluence felt on the life of the nation— 


“Proclaim your cause throughout the land 
unto all the inhabitants thereof.’’ 


“GUNNISON.” 





Apropos of the eternal question as to whether 
doctors should advertise and if so, what the nature 
of such advertising copy should be, we are re- 
minded of the following incident that we heard or 
read somewhere: 

A certain Dr. X, an internist, commenced to 
notice that a large number of hip cases were com- 
ing for consultation. These consisted of every type 
of hip joint involvement or disease. He asked a 
number of patients how they came to him as he 
was an internist. The reply would be that some 
friend or neighbor told them that he was a “hip 
doctor.””’ Dr, X referred these cases to an ortho- 
pedist. As the cases continued to come in in- 
creasing number the orthopedist asked Dr. X. 
“Old *° “st, where the H—, do you get all those hip 


casés at you send to me?” All Dr. X could say 
was: “D—d, if I know, I’ve ‘been trying to clear 
the mystery myself.” 

Finally one night, a colleague, came running in 
and said, ‘Come on, let’s go down to the ‘Hip’ and 
see the prize fight.” Like a flash the truth dawned 
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upon Dr. X. There outside Doctor X’s office was a 
large electric sign which read “HIP,” which was 
hanging right under Dr. X’s modest sign. The 
Hippodrome, where the prize fight was to take 
place was down the street some distance and this 
abbreviated sign had been placed to direct the pub- 
lic. Dr. X believes in signs from now on and he 
is sure the public does too. 

It pays to advertise—but how can a doctor limit 
it so that honest copy will characterize the ad? 
As we stated in the beginning—that’s the eternal 
question. We trust this incident that we relate 
will not inspire our readers to place orders for 
electric signs, 





What about a hundred per cent membership in 
your county? You can put it across if you but put 
forth the effort and in a systematic way conduct 
a canvass of your county. Wayne County is 
demonstrating how it may be done. Why not plan 
likewise in your county? Mr. President and Mr. 
Secretary, it is your opportunity if you but choose 
to grasp it. 





While still thinking upon the subject of the 
training of nurses opposition to proposed unsatis- 
factory plans should be replaced by some con- 
structive plan. President Dodge has profered a 
satisfactory plan in proposing that a joint com- 
mittee that will be representative of Training 
School officials, The Nurse’s Registration Board and 
the medical profession be created. That this com- 
mittee be charged with the duty of formulating an 
acceptable curriculum that will educate nurses so 
that they will be able to render satisfactory and 
competant service in all cases where nursing care 
is required. That this committee eliminate the edu- 
cational frills and seek to attain the essentials that 
will give us nurses that are so needed in the hos- 
pital and the homes. That they formulate a method 
of examination that will certify to the public that 
these trainees are possessed of the required educa- 
tion. 

If this can be brought about, much of the at 
present unsatisfactory situation will have been 
constructively corrected. Then attention can be 
turned toward the formulation of a plan that will 
provide for special work that will supply the needs 
of public health work. We sincerely hope that defi- 
nite steps will be taken to bring about this solution 
of the nursing problem. 





Scientific programs are essential features of our 
medical meetings. Scientific programs should not 
constitute the entire features of our county meet- 
ings. Several times a year a meeting should be 
devoted to the presentation and discussion of the 
business side of our work, to the consideration of 
our relationship to the public and to the manner 
in which free clinical work is made available. The 
existing conditions should be freely discussed and 
if undesirable policies are being continued, definite 
measures should be instituted to correct them. 
There is a pressing need for more frequent con- 
sideration of our contact with the public and its 
institutions. We suggest that program committees 
and officers formulate such programs for their local 
meetings. ‘ 





“T take my pen in hand to let you know I am 
well and hope you enjoy the same blessing.” For 
decades, the foregoing was the typical introductory 
sentence to letters of friendly correspondence. 


People recognized the value of health. To maintain 
and enhance it for themselves and friends they ex- 
erted themselves only to “hope.” 


During the same 
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decades “hope comprised the total activity of a vast 
majority to maintain health, In a measure the 
same “hope” represents their efforts today. Just 
as soon as we can abolish this ‘‘hope” attitude of 
the public to questions and problems of public 
health just so soon will we witness a lowering of 
our mortality and morbidity statistics. To have 
health, to conserve health one has to do more than 
“*hope.” 






A room fitted as a small laboratory, with the 
necessary chemicals and a microscope, will prove 
a better investment in the long run than an elec- 
trical cabinet, a new-fangled light or an icebox of 
vaccines, 





The election is over. Probably our political 
friends will take heed and correct some of the po- 
litical evils and procrastuiation that have character- 
ized the achievements of many of our legislative 
bodies. Why not get busy and see that they do. 





Again we request news items and county society 
reports. Please send them in. To include them in 
the current issue they should reach us not later 
than the 15th of each month. 





Correspondence 


The Editor of the Journal of the Michigan State 
Medical Society: 


Be it Resolved: That the Houghton County Medi- 
cal Society assembled in regular meeting on Novem- 
ber 6, 1922, unanimously endorses the stand taken 
by the representatives of the Michigan State Medical 
Society at the conference recently ‘held in Ann Ar- 
bor to consider the training of nurses. 

Further be it Resolved, That the Houghton Medi- 
cal Society emphatically disapproves the establish- 
ment of a separate department in the University 
Hospital for Nurses’ training, and 

Be it further Resolved, That the Houghton County 
Medical Society demand the immediate restoration 
of the control of the University Hospital: and the 
nurses’ training school to the faculty of the Medi- 
cal School, and be it further, 

Resolved, That the Houghton County Medical So- 
ciety resent the political and mercenary activities 
of those directing the policies of the nursing pro- 
fession of Michigan. 

Houghton County Medical Society, 
A. D. ALDRICH, Secretary. 





The Editor of the Journal of the Michigan State 
Medical Society: 


At the meeting of the Regents of the University 
held here October 27, the resolutions adopted by the 
Council of the State Medical Society and the Medi- 
cal Faculty attending the conference on Nursing 
Education, held in Ann Arbor September 20, were 
received and placed on file. You may be assured 
that in the final settlement of this problem this 
action of your council will receive the proper con- 
sideration. 

Very truly yours, 
S. W. SMITH, Secretary. 


Deaths 


Doctor Wadsworth Warren was born in Elk Rap- 
ids, Michigan in 1865 and died in Detroit, October 
22, 1922. He graduated from Olivet College, re- 
ceiving the degree of A. B. Later he received from 
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the same institution an A. M. In 1889 he gradu- 
ated from the Medical Department of the Univer- 
sity of Michigan. He took post-graduate work in 
Vienna and Heidelberg. 





Doctor Christ Theodoroff of Detroit was born in 
1875 in Bulgaria and died August 11, 1922. He 


graduated from Washington University Medical 
School in 1909. 


The death of the following doctors, not members 
of the Society, have been reported: Dr. Charles M. 
Raynale, Dr. Gilbert P. Johnson, Dr. John A. Beall, 
Dr. Oliver H. Lau. 


State News Notes 


COLLECTIONS 
Physicians’ Bills and Hospital Accounts collected 
anywhere in Michigan. H. C. VanAken, Lawyer, 
309 Post Building, Battle Creek, Michigan. Refer- 
ence any Bank in Battle Creek. 











Doctors J. T. Case, E. W. Eggelston and M. A. 
Mortenson of Battle Creek attended the prize fight 
at Grand Rapids Nov. 10. 





Dr. M. A, Mortenson of Battle Creek, sailed for 
Europe Nov. 20 for a visit to European clinics. 





Doctors Russell Rowland, C. H. Epman, B. R. 
Hoobler and W. U. Braley of Detroit attended the 
meeting of the Central States Pediatric Society, 
held in Cincinnati Oct. 16 and 17. ; 





Dr. James E. Davis of Detroit was elected secre- 
tory of the American Association of Obstetricians 
Gynecologists and Abdominal Surgeons at the an- 
nual meeting recently held in Albany. 





. The second annual conference of Health Officers 
and Public Health Nurses will be held in Lansing 
Dec, 4-8, under the direction of Commissioner Olin. 





Dr. W. A. Giffin of Deckerville has returned from 
a two months’ tour of Europe. The doctor was a 
member of the second American Legion tour. 





F. O. Logic, a Chiropractor of Iron Mountain, 
was arrested and found guilty of illegal practice. 





Doctors J. R. Rogers, H. S. Collisii and E. W. 
Schnoor of Grand Rapids were admitted to Ameri- 
can College of Surgeons at the Boston session. 





Dr, Harold Wilson read a paper at the Detroit 
Athletic club, on “The Physical Examination of the 
Ear,” before the Detroit Ophthalmological and 
Otological club, Nov. 1, 1922. 





The following officers were elected, Oct. 25, 1922, 
at the annual meeting of the Detroit X-ray and 
Radium Society: President, Dr. R. E. Loucks; 
Vice President, Dr. J. G. Stone, and Secretary- 
Treasurer, Dr. H. P. Doub. 





Dr. Frank Lodge gave a talk on ‘Malpractice’ 
before the Detroit West Side Physicians’ Associa- 
tion, Oct. 12, 1922. 





The new medical center of Columbia University 
Medical School and the Presbyterian Hospital of 
New York comprises more than 20 acres. It ex- 
tends between 156 and 158 streets from Broadway 
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to the Hudson river, (valued at $4,000,000). $1,300.- 
000 has been transferred to Columbia University for 
the endowment of educational and scientific work in 
the School of Medicine and the Presbyterian Hos- 
pital. An additional $1,000,000 has been given to- 
ward the construction of the new Presbyterian Hos- 
pital and $1-000,000 for the School of Medicine. Mrs. 
Stephen V,. Harkness and Mr. Edward J. Harkness 
are the donors of the above. 





Dr. Louis Newburgh of Ann -Arbor gave a talk 
at the Fifth annual meeting of the American 
Dietetic Association, held in Washington, October 
16-19, 1922. 





Dr. W. W. Keen of Philadelphia received. Oct. 
25, 1922, from the Boston Surgical Society, the sec- 
ond Henry Bigelow Medal. The first medal was 
awarded to Dr. William J. Mayo. 





or; AS: Jennings read a paper on “Review of 
Therapy of Diabetes,” before the Detroit Academy 
of Medicine, Nov. 7, 1922. 





Dr. William A. Evans delivered an address before 
the Detroit Otolaryngological Society, Nov. 15, 1922, 
on “The Value of the Roentgen Study of Mastoid 
Diseases in Children Under Five Years.”’ 


Dr. Cyril K. Valade of Detroit was married, Oct. 
5, 1922 to Miss Marion I. Anderson. 





The Third Annual Series of Post-Graduate Lec- 
tures began at the Woman’s Hospital, Detroit, Nov. 
10, 1922. These lectures will be given by Doctors 
Harry Schmidt, H. W. Plaggemeyer, Raymond 
Hoobler, Max Ballin, James E. Davis, J. H. Hatha- 
way and C. Hollister Judd. 





The Jefferson Clinic provided a symposium on 
Blood Transfusion for the Detroit East Side Physi- 
cians’ Association, Nov. 2, 1922. Dr. MacNaughton 
gave the historical side of the subject; Dr. Blaine, 
the indications; Dr. Brines, the technic and demon- 
stration, and Dr. Bemis, the resume of results. 





The Detroit Ophthalmological and Otological club 
will hold a clinical meeting, Dec. 6, 1922. 





Dr. Stanhope Bayne-Jones of Baltimore has been 
appointed Professor of Bacteriology and Dr. George 
W. Corner of Baltimore, Professor of Anatomy, in 
the University of Rochester Medical School of New 
York. They will assume their duties Sept. 1923. 





Dr. James Ewing of the Cornell Medical School 
delivered the 1922 Mutter Lecture on surgical path- 
Ology before the College of Physicians of Philadel- 
phia, Nov. 1, 1922. His subject was ‘“‘The Principles 
of the Radiation Treatment of Cancer.” 





Dr. T. B. Cooley of*Detroit was recently elected 
President of the Central States Pediatric Society, 
Detroit was selected as its meeting place for 1923. 


Dr. Walter E. Welz and Dr. Robert Tapert re- 
turned to Detroit last month from a two months’ 
trip to Europe. 





More than 150 Detroit physicians gave four minute 
talks in the moving picture houses in Detroit dur- 
ing “Cancer Week,” (Nov. 5-11, 1922). Dozens of 
factory groups were addressed. Literature was dis- 
tributed through the schools. Flaring posters, mov- 
ing pictures, the radio, newspaper articles, factory 
organs, health bulletins, were used in the war on 
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this disease. Every hospital in Detroit gave a free 
clinic daily, where skilled diagnosticians lent their 
advice and aid to suffering humanity. Dr. Reuben 
Peterson of Ann Arbor was State Chairman of the 
Cancer Week Campaign, Dr. Fred T. Murphy, Re- 
gional Chairman; Dr. J. W. Vaughan, Chairman of 
the Wayne County Medical Society’s Cancer Com- 
mission; Dr. F. M. Meader, Chairman of the Lecture 
Bureau, and Dr. H. C. Saltzstein, Secretary of the 
local committee of the American Society for the Con- 
trol of Cancer. 





Dr. Harry B. Dibble of Detroit was elected a Fel- 
low of the American College of Surgeons, at its 
annual convocation, held in Boston, Oct. 27, 1922. 





Dr. J. M. Sutherland recently returned to De- 
troit after a year spent in study abroad. 





Dr. G. Van Amber Brown of Detroit was elected 
First Vice President of the American Association of 
Obstetricians, Gynecologists and Abdominal Sur- 
geons, at the annual meeting, held recently in Al- 
bany, N. Y. 





The Blackwell Medical Society of Detroit gave a 
dinner, Oct. 17, 1922-to the women physicians at- 
tending the American Prison Conference. 


Dr. Guy L. Kiefer and Dr. R. M. Olin attended 
the 51st annual meeting of the American Public 
Health Association, held in Cleveland, Oct. 16-19, 
1922. 





Henry F. Vaughan, Health Commissioner of De- 
troit, was elected First Vice-President of the Ameri- 
can Public Health Association, Oct. 1922. 





It is reported that students from the Chicago 
Medical School will not be accepted for examina- 
tion for license to practice medicine in Illinois by 
the Illinois Department of Registration and Educa- 
tion. 





Dr. and Mrs. Frances Duffield of Detroit an- 
nounced recently the engagement of their daughter, 
Frances Pitts, to Mr. Alger Sheldon, also of Detroit. 





The October 23rd meeting of the Wayne County 
Medical Society was given over to the entertain- 
ment committee. Mr. William Judson Tibby talked 
on character analyses and psychology. 





Dr. Storey of Detroit talked on the proposed 
plans of the Committee on Public Education of the 
Wayne County Medical Society before the Highland 
Park Physicians’ club, Oct. 5, 1922. 





Dr. Angus McLean read a paper on “Metastases” 
before the Detroit East Side Physicians’ Associa- 
tion, Oct. 1922. 





About 15 interesting cases were shown before 
the Detroit Dermatelogical Society, Oct. 17, 1922. 


The Detroit Surgical Society held its first meeting 
since summer at Ann Arbor, Oct. 27, 1922. Doctors 
Cabot and Peterson gave clinics at the University 
Hospital. Following--a dinner at the Michigan 
Union, Dr. G. C. Pemberthy of Detroit read a paper 
on ‘“Fractures.”’ 





The Detroit Academy of Surgery met Oct. 13, 
1922. Dr. N. M. Allen read a paper on ‘Gastric 
Fibroma and Meningocele;’ Doctors R. C. Moehlig 
and E. C. Minor, on ‘‘Syphilis of the Stomach,” Dr. 
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David Kallman, on “Blood Counts in Goitre,’’ and 
Dr. H. C. Saltzstein, on ‘‘Anterior Abdominal Ten- 
derness in Sacro Iliac Strain.’’ 





Dr. R. L. Novey read a paper on ‘‘Paroxysmal 
Tachycardias” before the Detroit East Side Physi- 
cians’ Association, Oct. 19, 1922. 





Dr. and Mrs. Leo Donnelly of Detroit announce 
the birth of a daughter, October 15, 1922. 





A joint meeting of the American Prison Physi- 
cians with the Wayne County Medical Society was 
held in Detroit, Oct. 16, 1922. Dr. V. C. Vaughan 
spoke on certain phases of criminology and Dr. 
Bernard Glick of New York, on ‘‘The Relation of 
Psychiatry to Criminology.” Dr. Adolph Meyer of 
Baltimore was on the program, but was unable to 
attend. 





Dr. H. M. Rich read a paper on ‘Proteid Sen- 
sitization, Its Significance and Tests,’ before the 
Detroit Section of the American Chemical Society, 
Oct. 18, 1922, 





Mr. Hugh W. Hitchcock, son of Dr. and Mrs. C. 
W. Hitchcock of Detroit, was married, Oct. 19, 1922, 
to Miss Charlotte Wiley of Detroit. 





Dr. Gilbert E. Seaman of Milwaukee was elected 
First Vice-President of the Association of Military 
Surgeons of the United States at its annual meeting, 
held in Washington this fall. Dr. Seaman gradu- 
ated from the Michigan College of Medicine and 
Surgery in 1889. 





At the Annual Encampment of the Grand Army 
of the Republic, held in Des Moines, Iowa, Sept. 
28, 1922, Dr. George T. Harding of Marion, O., 
father of President Harding, was elected Surgeon- 
General of the G. A. R. 





The group of buildings on Hamilton Ave., known 
formerly as the Herman Kiefer Hospital, is now, 
by action of the common council, known as the De- 
troit General Hospital. The contagious pavilions 
form the Herman Kiefer group. 





The Detroit Department of Health was recently 
authorized to construct another unit to the Detroit 
General Hospital, to provide 250 beds for tuber- 
culous patients, $1,000,000 is to be spent for a new 
power plant and a tunnel system for heating pur- 
poses. 





Dr. H. A. Reye recently read a paper on “Sug- 
gestions on Giving Suggestions,’ before the De- 
troit East Side Physicians Association. 





At the meeting of the Wayne County Medical So- 
ciety, held Sept. 18, 1922, Dr. Walter P. Manton was 
elected a Honorary Member of the Society. 





The Surgical Section of the Wayne County Medi- 
cal Society recently elected Dr. Harry C. Saltzstein, 
chairman and Dr. C. L. Straith, secretary. 





Dr. and Mrs. C. D. Brooks of Detroit announce 
the birth of a daughter, Mary Elizabeth, Oct. 2, 1922. 





Dr. B. C. Lockwood of Detroit read a paper on 
“Diabetes,” before the Genesee County Medical So- 
ciety, Oct. 4, 1922. 





The staff of Butterworth Hospital, Grand Rapids, 
composed of 36 doctors, underwrote a subscription of 
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$30,000 to the building fund of the new hospital. 
Work on the erection of this new million dollar hos- 
pital will be started in January. 





Mrs. Clara B. Yates, wife of Dr. Albert Yates of 
Washington, Mich., died November 10, 1922. 





As we go to press, the Chairman of the Wayne 
County Membership Campaign, reports that they 
have secured 110 new applications for members. 
Good work. The campaign has ten days to go. 





County Society N ews 


ACADEMY OF SURGERY OF 
DETROIT 








The first regular meeting of the Academy of 
Surgery was held in the new office building of 
Doctors Ballin, Haas, Allen and associates at 269 
Rowena Street on October 13, 1922. Vice President 
Alerander W. Blain in the chair. The following 
program was presented: 

“Femoral Aneurism,”’ 
Dr. Grover Pemberthy. 

“Syphilis of Stomach,’ Dr. Robert Moehlig and 
Dr. E. G. Minor. Discussion, Doctors Shawan and 
Moehlig. 

“Gastric Fibroma,’ Dr. Norman Allen. Discus- 
sion, Doctors McMillan, Charles Kennedy, Moehlig 
and Allen. 

“Blood Counts in Goiter,’’ Dr. David Kallman. 
Discussion, Doctors Haas and Shawan. 

“Anterior Abdominal Tenderness in Sacro-Iliac 
Strain,’ Dr. H. C. Saltzstein. Discussion, Doctors 
Cassidy, Hirschman, Kelly, Randall, Walker, 
Meyers, McMillan, Pemberthy and Saltzstein. 

President Dr. Max Ballin addressed the Society, 
making the following recommendations: 

(1) That the membership should be raised and 
more of the younger men in surgery admitted to the 
Society. 

(2) That the transactions of the Society should 
be published in an official journal. 

(3) That the committee appointed to meet the 
committee of the Detroit Surgical Society, meet at 
an early date with the hopes of an early amalga- 
mation of the two societies. 

The following resolution was 
unanimously carried: 

WHEREAS, Dr. Theodore Alexander McGraw, 
by his great ability as a surgeon, his untiring zeal 
and his accomplishments in the field of medical 
science and education, and his contribution to the 
alleviation of the sufferings of humanity, was a 
credit to the City of Detroit and one of her most 
distinguished citizens, and 

WHEREAS, It is fitting that a suitable memorial 
be established to perpetuate his memory and as a 
mark of recognition and appreciation of his great 
service, 

BE IT RESOLVED, That the Academy of Sur- 
gery of Detroit sponsor a movement to erect a 
monument to the memory of Dr. Theodore Alex- 
ander McGraw either in Grand Circus Park or on 
Belle Isle, through a fund to be raised by popular 
subscription of the citizens of Detroit, and, 

BE IT FURTHER RESOLVED, That a commit- 
tee of four members of this organization, to con- 
sist of the president and three other members to be 
named by him, be appointed for the purpose of 
adopting the form and design of such a memorial, 
formulating plans to raise the funds necessary to 
purchase and erect same, installing and presenting 


(demonstration of case). 


presented and 








526 






it with suitable ceremonies to the City of Detroit, 
with full power to act in all matters necessary to 
carry the project to completion. 


The president appointed Dr. Alexander W. Blain, 
Dr. Angus McLean, Dr. Frank B. Walker and Dr. 
Max Ballin, a committee to carry out the provisions 
of the Society. 


IRA G. DOWNER, Secy, Pro-tem. 





MONTCALM COUNTY 


The annual meeting of the Montcalm County 
Medical Society was held at the Winter Inn, Oct. 
25, 1922, at 7 o’clock P. M. 

A complementary dinner was given the members 
by the retiring President Dr. W. H. Lester. 

Dr. Muriel Wells of Grand Rapids gave a splendid 
address on “Chronic Disease of Gall Bladder,’ which 
covered the subject thoroughly from the standpoint 
of embryology, pathology and medical 
treatment. 


anatomy, 


Dr. Richard Smith of Grand Rapids gave a most 
instructive and timely address on “Chronic Gall 
Bladder Diseases from the Surgeons Standpoint.” 


Motion made by Dr. E. R. Swift, seconded by Dr. 
J. O. Nelson that Dr. A, J. Bower be appointed as a 
committee of one to take such steps as may be 
necessary to bring about an amalgamation of this 
Society and the Ionia County Society. Carried. 


Delegates to State meeting appointed by Presi- 
dent; Dr. E. R. Swift, Dr. L. E. Bracey. 


Motion made by Dr. Swift, seconded by Dr. J. O. 
Nelson that a motion made at last meeting placing 
on table a request by Dr. L. E. Kelsey that the so- 
ciety except his resignation, be taken from the 
table and released. Carried. 


President W. H. Lester appointed as nominating 
committee, Dr. A. J. Bower, Dr. J. A. Duncan, Dr. 
George E. Horne. 


President, Dr. L. E. Bracey; Vice President, Dr. 
J. R. Hansen; Secretary-Treasurer, Dr. F. A. John- 
son. 


Motion made by Dr. A. J. Bower that honoraruim 
of $10.00 be given the secretary. Seconded by Dr. 
J. R. Hansen. Carried. 


Motion made by J. O. Nelson that record of meet- 
ing be published by State Journal, seconded by Dr. 
A. J. Bower. Carried. 


It was reported by Dr. J. R. Hansen that the 
legal action voted at the last meeting against Mrs. 
Maud Blood, chiropractor for practicing without a 
license resulted in the court ordering a fine of $125 
and the immediate discontinuation of her practice. 


The following resolution was made by Dr. E. R. 
Swift, seconded by Dr. J. R. Hansen, unanimously 
carried: 


Resolution adopted by Montcalm Society. 


WHEREAS, There is a movement on float to 
establish a separate department in the University 
Hospital for the training of nurses, therefore, be it 


RESOLVED, That the Montcalm Medical Society 
is opposed to permitting the divorcement of nursing 
from the medical profession by the creation of a 
separate department of nursing training at the 
University. We believe that the nursing profes- 
sion and the medical profession should continue as 
in the past, in perfect harmony. ; 


RESOLVED, That we also respectfully request 
the Board of Regents to place the University Hos- 
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pital and the training school for nurses back under 
control of the faculty of the medical school, where 
it has always been until changed by the exigencies 
of the late war. ’ 

RESOLVED, That we are opposed to the proposal 
of the Winslow committee that a course of in- 
structions of nine months for training a practical 
nurse be founded. We favor four months of proba- 
tion, followed by two years of hospital instruction. 

RESOLVED, That a copy of these resolutions be 
forwarded to the President of the University and 
each member of the Board of Regents. 


F. A. JOHNSON, Secretary. 





MECOSTA COUNTY 


Mecosta County Medical Society and the Big 
Rapids Exchange club met in joint session at the 
Western Hotel, at 7 P. M., October 20. After being 
served with a bountiful dinner, Dr. Poole of the 
State Board of Health addressed the members of 
both Societies, following which there was a brief 
intermission, 

In the absence of the President, Vice President 
Miller called the meeting to order. The following 
program was given: Stella B. Roben, president of 
the Woman’s Club, told of the activities of the club 
also of the work of the Red Cross during war and 
after. Edith Ennis, city school nurse, presented 
the subject of ‘Separate Training for Nurses in the 
University of Michigan.” Dr. W. T. Dodge dis- 
cussed Miss Ennis’ paper and proved to all present 
that such a course was impractable and a detriment 
to the University and Medical profession of the 
state as well as to the nursing profession, arguing 
that the two professions cannot be separated with- 
out bringing disaster to both. 

Dr. R. M. Olin, Commissioner of Health, was the 
next speaker. He also disapproved of the proposed 
Dr. Olin enlightened the 


members on the work being done by his depart- 
ment. 


Dr. W. T. Dodge presented the following resolu- 
tions: 


RESOLVED, First, That the establishment of a 
separate department in the University Hospital 
for nurses training is disapproved. 


Second; That the conduct of the University Hos- 
pital and the nurses training school shall be again 
in charge of the faculty of the Medical School, 
where it has always been until hanged by the 
exigencies of the late war. 


Moved by Dr. Lynch, supported by Dr. Campbell 
that the above resolutions be adopted. Carried 
unanimously. Every member of the society pres- 
ent, voting in favor of the resolutions, all members 
being present except two. 


The Society was entertained by Doctors Burkart, 
Yeo and MacIntyre. 


The following guests from the State Health De- 
partment were present: Dr. R. M. Olin, Commis- 
sioner of Health; Doctors Poole, Rose, Burk, Brown 
and Nurses Nichols and Fountine; Dr. Brooks, 
Member State Board of Medical Examiners, and Dr. 
W. J. Conover, Evart, Mich. 


Motion to adjourn was carried. 
D. MACINTYRE, Secretary. 


separate nurses course. 
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Book Reviews 





LECTURES ON DIETETICS. By Max Einhorn, M. D., 
Emertus Professor of Medicine at the New York Post- 
graduate Medical School and Hospital; Visiting Physi- 
cian to the Lenox Hill Hospital, New York. 12mo of 
244 pages. Philadelphia and London, W. B. Saunders 
Company, 1922. Cloth, $2.25 net. 

This text is based upon the author’s lectures on 
dietetics in the New York Post Graduate Medical 
School. Nine new chapters have been added to 
those of the first edition, as follows: Care of Di- 
gestion; Care of the Digestion for the Soldier; Diete- 
tic and Allen Treatment of Diabetes; Diet Manage- 
ment in Gout, Diseases of the Kidneys, Operative 
Cases; Subcutaneous and Rectal Alimentations; In- 
dications for Artificial Nutrition and the Prepara- 
tion of Food for Invalids. 

The manual is a decided contribution to the ap- 
plication of approved principles of feeding and nu- 
trition. It is an acceptable aid to every doctor. 





CLINICAL MEDICINE, Tuesday Clinics at the Johns 
Hopkins Hospital. By Lewellys F. Barker, M. D., 
L. L. D., Professor of Medicine, Fmeritus, Johns Hop- 
kins University; Visiting Physician to Johns Hopkins 
Hospital, Baltimore, Md. Octavo of 617 pages, illus- 
trated. Philadelphia and London. W. B. Saunders 
Company, 1922. Cloth, $7.00 net. 

The student and practitioner know Dr. Barker. A 
text by him immediately commands attention. A 
clinical Text imparting his discussions and observa- 
tions at his Tuesday clinics at Johns Hopkins, 
arouses our intense attention and interest. This 
Volume I of this series is indeed wonderful and ex- 
tremely instructive. It will meet immediate favor 
by every doctor. It must be placed in their hands. 
One is loth to lay the volume aside. 

Dr. Barker discusses, during the presentation of 
these cases, the full details regarding diagnosis, dif- 
ferential diagnosis, laboratory tests, etiology prog- 
nosis and treatment. It is by far the most valuable 
text this year. We are pleased that it is available 
to the profession. 





THE TREATMENT OF FRACTURES, With Notes Upon 
a Few Common Dislocations. By Charles L. Scudder, 
M. D., Assistant Professor of Surgery at the Harvard 
Medical School. Ninth Edition, Revised. Octavo vol- 
ume of 749 pages, with 1252 illustrations. Philadelphia 
and London, W. B. Saunders Company, 1922. Polished 
Buckram, $8.50. 

More than six years have elapsed since the issu- 
ance of the last edition of this standard text on 
fractures. Since which several changes have been 
introduced in the principles and proceedures of 
treatment. 

This Ninth edition brings the text abreast of the 
times and thereby again assures the distinguished 
position it has held in the literature and text on 
fractures. Its contents merits the studious con- 
sideration of every man who is called upon to attend 
those who have sustained fractures. This text is 
the most valuable guide we know. 





JISEASES OF WOMEN. Harry S. Crossen, M. D., F. 
A. C. S., Washington University. Fifth edition, cloth, 
1001 pp. Price $10.00. C. V. Mosby Co., St. Louis, Mo. 
By revision which entailed rewriting of many 
chapters, new illustrations and added bibilography 
ond references, this text has thoroughly been 
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brought up to date. X-ray and Radium in the treat- 
ment of diseases of women has been comprehen- 
sively discussed. 

AS we have commented on previous editions this 
text of diagnosis and treatment of diseases of women 
represents the teaching and principles of the pres- 
ent day. As such it is a most valued text. Itisa 
text meriting our every praise. It is of tremendous 
value to every doctor. It should be in the library 
of every medical man. We cemmend it without 
hesitation. 





THE EVOLUTION OF PUBLIC HEALTH NURSING. 
By Annie M. Brainard. Editor of “The Public Health 
Nurse,” Lecturer on Administration of Public Health 
Nursing in Western Reserve University. 12mo of 454 
pages, illustrated. Philadelphia and London; W. B. 
Saunders Company, 1922. Cloth $3.00 net. 


For one desirous of learning the evolution of 
public health nursing, this text imparts a com- 


prehensive review. We are not in accord with all 
that the authoress concludes. 





A MANUAL OF PHARMACOLOGY AND ITS APPLICA- 
TIONS TO THERAPEUTICS AND TOXICOLOGY. 
By Torald Sollmann, M. D., Professor of Pharmacology 
and Materia Medica in the School of Medicine of 
Western Reserve University, Cleveland. Second Edi- 
tion, Entirely Reset. Octavo of 1066 pages. Philadel- 
phia and London, W. B. Saunders Company, 1922. 
Cloth, $7.00 net. 


Arrangement. Two sizes of type have been used 
throughout, the larger print giving a connected and 
concise statement of the essentials of pharmacology, 
the smaller type containing more detailed data for 
consultation: 

Plan. To those drugs that are really and gener- 
ally used extensive consideration is given. The new 
drugs and remedies are emphasized with definite in- 
structions for their use. 

Prescription Writing. This section is simple, 
easily understood, and will fully equip the student 
for the correct writing of prescriptions. 

References, especially to recent literature, 
numerous and of valuable assistance. 
extensive bibliography of, 59 pages. 

The Appendix, in addition to the extensive bibli- 
ography, contains a tabulation of average doses 
classified with reference to their importance and a 
check-list of important preparations. 

Newness. The revision for the second edition, 
published February 1922, was unusually heavy, the 
book being reset from cover to cover. Important 
additions and changes have been made to every 
part of the text. 
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ANIMAL PARASITES AND HUMAN 
Asa C. Chandler, M. S., Ph. D. 
Rice Institute. 572 pages, 6 by 9. 254 clearly repro- 
duced figures. Cloth, $4.50 postpaid. John Wiley & 
Sons, Publishers, New York City. 


DISEASE. By 
Instructor in Biology, 


This book was written primarily for the general 
public, on a subject about which there is a popular 
lack of knowledge. An attempt has been made, as 
far as possible, to avoid technical phraseology, and 
to omit lengthy descriptions and minute differentia- 
tions, which would lessen its value to the lay reader. 


Special emphasis has been laid on the biological 
and practical aspects of the subject, and particular 
attention is paid to the effects of parasites on their 
human hosts, either directly as parasites or as dis- 
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ease—transmitting agents—to their life histories— 
to their means of dissemination—and to the proper 
methods of treatment and prevention. The impor- 
tant facts are made available for the non-scientific- 
ally trained person who is interested in human 
health and its maintenance. 

In addition, it is a book of prime importance to 
physicians, public health officers, and nurses, par- 
ticularly those engaged in public health work, since 
it gives them the essential facts concerning parasitic 
diseases in such a way that the principles underly- 
ing their control can be fully understood and in- 
telligently followed out. 

As a text or reference book, it is well adapted for 
courses in parasitology, in the medical and pre- 
medical curriculum, 

All school officials and school teachers, particularly 
in rural districts, should have a copy of this book, 
with its wealth of information of vital importance, 
on hand for constant reference. 

This new edition brings the work thoroughly up 
to date in its field. 

Some of the more important changes and additions: 

1—Recent work on yellow fever, which has neces- 
sitated the shifting of this subject to the chapter on 
spirochaetes. 

2—An account of the Rickettsia-like organisms, 
and their probable relation to Typhus fever, Trench 
fever, Rocky Mountain Spotted fever, etc. 

8—An entire revision of the chapter on Amebae, 
and the greater part of the chapter on Intestinal 
Flagellates and Ciliates. 

4—New methods of examination for eggs of para- 
sitic worms. 

5—New methods of controlling fluke diseases. 

6—An account of. Trench fever, and the work done 
on it by the American and British Commissions. 

7—New facts concerning the life histories, treat- 
ment, etc., of numerous parasites and parasitic dis- 
eases, e. g., human liver and intestinal flukes, fish 
tapeworm, itch mites, etc. 

8—Discussions of many parasites and diseases not 
mentioned in the first edition. 


AN OUTLINE OF THE PIRQUET SYSTEM OF NUTRI- 
TION. By Dr. Clemens Pirquet, Professor of Pedi- 
atrics at the University of Vienna, Austria. 16mo of 
96 pages. Philadelphia and London, W. B. Saunders 
Company, 1922. Cloth, $2.00 net. 

This English compilation of the author’s system 
of nutrition is based upon the Silliman Lectures at 
Yale in 1921-1922. In addition it contains a com- 
plete bibliography covering the year 1917-1922. It 
also imparts the new value of food and a table of 
Pelidisi Indices. 

It is of extreme assistance to the active man be- 
cause it enables him to correctly apply the better 
principles of feeding and nutrition. 


PHYSICAL DIAGNOSIS. W. D. Rose, M. D. Univer- 
sity of Arkansas. Third edition, 755 pp. Price $8.50. 
C. V. Mosby Co., St. Louis, Mo. 

In the revision of this edition the section dealing 
with the circulatory system has been entirely re- 
written. Likewise the chapter-on blood pressure 
has been entirely rewritten. 

With this revision the text fulfils its mission as an 
authentic aid to the student and busy practitioner. 
It imparts the essentials and the practical in physi- 
cal diagnosis. The splendid illustrations materially 
enhance the well written text and add to its value. 


BOOK REVIEWS 


JOUR. M.S. M.S. 


BRONCHOSCOPY AND ESOPHAGOSCOPY. Chevalier 
Jackson, M. D., Professor of Laryngology, Jefferson 
Medical College, Professor -of Bronchoscopy and 
Esophagoscopy, Graduate School of Medicine, Univer- 
sity of Pennsylvania. Octavo of 346 pages with 114 
illustrations and 4 color plates. Philadelphia and 
London; W. B. Saunders Company, 1922. Cloth $5.50 
net. 


This book is based on an abstract of the author’s 
larger work. It is an excellent presentation of the 
various purely maumal endoscopic proceedures. 
Clear in descriptive text, splendidly illustrated, defi- 
nitely setting forth the difficulties and dangers, dis- 
tinctly describing the points that enable one to ex- 
ecute the proceedure by emphasizing certain import- 
ant rules for each operation, the end sought by the 
author has been admirably attained. 

It is a text that will be extremely welcomed by all 
who undertake to do a bronchoscopy or esophagos- 
cepy. In fact it is a text they cannot afford not to 
possess. The publishers are to be congratulated 
upon the splendid illustrations, many of which are 
in color. 
PHYSIOLOGY AND BIOCHEMISTRY IN MODERN 

MEDICINE. J. J. R. Macleod, M. B., University of 

Toronto. Fourth edition, 987 pp. Price $11.00. C. V. 

Mosby Co., St. Louis, Mo. 

This text, in view of the developments in medicine 
and surgery, is an important one in the library of 
every medical man. Especially the biochemistry of 
life and disease is a field that the modern doctor 
must consider in his daily work. 

We know no text that imparts so comprehensively 
the available and applicable information as does this 
text. We congratulate author and publisher -for 
giving us so valuable a text. 
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